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Abstract
Outpatient services and primary care: scoping review,
substudies and international comparisons
Eleanor Winpenny,1 Céline Miani,1 Emma Pitchforth,1 Sarah Ball,1
Ellen Nolte,1,2 Sarah King,1 Joanne Greenhalgh3 and Martin Roland4*
1RAND Europe, Cambridge, UK
2European Observatory on Health Systems and Policies, London School of Economics and Political
Science and London School of Hygiene and Tropical Medicine, London, UK
3Faculty of Education, Social Sciences and Law, University of Leeds, Leeds, UK
4Institute of Public Health, School of Clinical Medicine, University of Cambridge, Cambridge, UK
*Corresponding author mr108@cam.ac.uk
Aim: This study updates a previous scoping review published by the National Institute for Health Research
(NIHR) in 2006 (Roland M, McDonald R, Sibbald B. Outpatient Services and Primary Care: A Scoping
Review of Research Into Strategies For Improving Outpatient Effectiveness and Efficiency. Southampton:
NIHR Trials and Studies Coordinating Centre; 2006) and focuses on strategies to improve the effectiveness
and efficiency of outpatient services.
Findings from the scoping review: Evidence from the scoping review suggests that, with appropriate
safeguards, training and support, substantial parts of care given in outpatient clinics can be transferred to
primary care. This includes additional evidence since our 2006 review which supports general practitioner
(GP) follow-up as an alternative to outpatient follow-up appointments, primary medical care of chronic
conditions and minor surgery in primary care. Relocating specialists to primary care settings is popular with
patients, and increased joint working between specialists and GPs, as suggested in the NHS Five Year
Forward View, can be of substantial educational value. However, for these approaches there is very limited
information on cost-effectiveness; we do not know whether they increase or reduce overall demand and
whether the new models cost more or less than traditional approaches. One promising development is
the increasing use of e-mail between GPs and specialists, with some studies suggesting that better
communication (including the transmission of results and images) could substantially reduce the need for
some referrals.
Findings from the substudies: Because of the limited literature on some areas, we conducted a number
of substudies in England. The first was of referral management centres, which have been established to
triage and, potentially, divert referrals away from hospitals. These centres encounter practical and
administrative challenges and have difficulty getting buy-in from local clinicians. Their effectiveness is
uncertain, as is the effect of schemes which provide systematic review of referrals within GP practices.
However, the latter appear to have more positive educational value, as shown in our second substudy. We
also studied consultants who held contracts with community-based organisations rather than with hospital
trusts. Although these posts offer opportunities in terms of breaking down artificial and unhelpful
primary–secondary care barriers, they may be constrained by their idiosyncratic nature, a lack of clarity
around roles, challenges to professional identity and a lack of opportunities for professional development.
Finally, we examined the work done by other countries to reform activity at the primary–secondary care
interface. Common approaches included the use of financial mechanisms and incentives, the transfer
of work to primary care, the relocation of specialists and the use of guidelines and protocols. With the
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possible exception of financial incentives, the lack of robust evidence on the effect of these approaches
and the contexts in which they were introduced limits the lessons that can be drawn for the English NHS.
Conclusions: For many conditions, high-quality care in the community can be provided and is popular with
patients. There is little conclusive evidence on the cost-effectiveness of the provision of more care in the
community. In developing new models of care for the NHS, it should not be assumed that community-based
care will be cheaper than conventional hospital-based care. Possible reasons care in the community may be
more expensive include supply-induced demand and addressing unmet need through new forms of care and
through loss of efficiency gained from concentrating services in hospitals. Evidence from this study suggests
that further shifts of care into the community can be justified only if (a) high value is given to patient
convenience in relation to NHS costs or (b) community care can be provided in a way that reduces overall
health-care costs. However, reconfigurations of services are often introduced without adequate evaluation and
it is important that new NHS initiatives should collect data to show whether or not they have added value, and
improved quality and patient and staff experience.
Funding: The NIHR Health Services and Delivery Research programme.
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Glossary
Academic detailing A method of service-oriented educational outreach for doctors involving one-to-one
or group interaction with a more experienced or knowledgeable health professional, for example general
practitioners interacting with a specialist physician.
Clinical Commissioning Groups Replaced primary care trusts in April 2013 as the commissioners of most
services funded by the NHS in England.
Computerised tomography Uses X-rays and a computer to create detailed images of the inside of the
body. [Definition reproduced from NHS Choices (www.nhs.uk/conditions/ct-scan/pages/introduction.aspx);
contains public sector information licensed under the Open Government Licence v3.0 (www.nationalarchives.
gov.uk/doc/open-government-licence/version/3/).]
Magnetic resonance imaging A type of scan that uses strong magnetic fields and radio waves to
produce detailed images of the inside of the body. [Definition reproduced from NHS Choices (www.nhs.
uk/conditions/mri-scan/pages/introduction.aspx); contains public sector information licensed under the
Open Government Licence v3.0 (www.nationalarchives.gov.uk/doc/open-government-licence/version/3/).]
Shared care A model of working in which a hospital specialist and a primary care practitioner agree a
joint management plan that specifies which elements of care for a particular patient are to be delivered by
each clinician.
Store-and-forward telemedicine Technologies that involve the collection of still images (e.g.
photographs of skin lesions) and subsequent electronic transmission (e.g. to a specialist dermatologist
for advice).
Subconsultant grades Permanent medical posts in the NHS for doctors who do not hold consultant
status. Most doctors progress through training grades to a consultant post but some doctors choose to
take up permanent subconsultant posts.
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List of abbreviations
CCG Clinical Commissioning Group
CMHT community mental health team
COPD chronic obstructive pulmonary
disease
CT computerised tomography
DVT deep-vein thrombosis
ECG electrocardiogram
ENT ear, nose and throat
GM geriatric medicine
GP general practitioner
GPwSI general practitioner with a
special interest
HBA1 haemoglobin alpha 1
HSDR Health Services and Delivery
Research
IT information technology
LCG Local Commissioning Group
MRI magnetic resonance imaging
NETSCC NIHR Evaluation, Trials and Studies
Coordinating Centre
NICE National Institute for Health and
Care Excellence
NIHR National Institute for Health
Research
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Co-operation and Development
PCT primary care trust
PM palliative medicine
PSA prostate-specific antigen
QALY quality-adjusted life-year
QOF Quality and Outcomes Framework
RCT randomised controlled trial
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Plain English summary
This study updates a 2006 literature review on ways of improving the effectiveness and efficiency ofhospital outpatient services.
We undertook a new review of the current literature on the subject and found that, with appropriate
safeguards and support, substantial areas of care traditionally given in hospitals can be transferred to
primary care. For example, relocating specialists to work in the community is popular with patients, and
joint working between specialists and general practitioners (GPs) can be of substantial educational value.
As there is limited information on whether new schemes increase or reduce demand and cost more or
less than traditional approaches, we also conducted a number of substudies. Our substudies investigated
five areas: referral management centres (organisations established to review referrals and potentially divert
them away from hospitals), in-house review of referrals by GPs, financial incentives to reduce referrals,
consultants contracted to community organisations and, last, international experiences of moving care
from hospital into the community.
We concluded that:
l High-quality care in the community can be provided for many conditions and is popular with patients.
l It may not be cheaper to move care into the community, and more evidence is required on
cost-effectiveness.
l Moves towards care in the community can be justified if high value is given to patient convenience
in relation to NHS costs or if community care can be provided in a way that reduces overall
health-care costs.
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Scientific summary
This study updates a review undertaken by Roland et al. (Roland M, McDonald R, Sibbald B. Outpatientservices and Primary Care: A Scoping Review of Research Into Strategies For Improving Outpatient
Effectiveness and Efficiency. Southampton: National Institute for Health Research Trials and Studies
Coordinating Centre; 2006) of research into strategies for improving outpatient effectiveness and
efficiency. The 2006 review found that transferring services from secondary to primary care and strategies
intended to change the referral behaviour of primary care practitioners were often effective in improving
outpatient effectiveness and efficiency, but that relocating specialists to primary care and developing joint
working arrangements between primary and secondary clinicians were largely ineffective. Strategies not
involving primary care that had the potential to improve outpatient effectiveness and efficiency include the
introduction of intermediate care services and the redesign of hospital outpatient services.
As outpatient services have been the focus of considerable attention in the intervening years, the National
Institute for Health Research Health Services and Delivery Research programme commissioned an update of
this review. The main part of this study relates to a scoping review of the literature on strategies involving
primary care that are designed to improve the effectiveness and efficiency of outpatient services. This is
followed by reports of five substudies in which we investigate particular initiatives for which the published
literature is scarce: referral management centres (RMCs), in-house review of referrals, financial incentives
to reduce referrals, consultants with novel types of employment contracts and a substudy on international
experience of improving care at the primary–secondary care interface. Finally, we present a substudy on
international experience of improving care at the primary–secondary care interface, which may be useful to
inform future action in the NHS.
Scoping review (main study)
The scoping review aimed to update our previous review on the same subject published in 2006. We
developed a framework for the review based on a revision of the categories for intervention included in
the previous review. Interventions included had to have some impact on specialist/secondary care, and had
to report an evaluation of the outpatient interface rather than a simple description of a service. As the aim
of this review was to inform NHS policy and practice, we included only articles that reported on an
intervention that was potentially transferable to the NHS. The search identified a total of 21,135 records;
of these, after the removal of duplicates, the initial screening of titles and abstracts and detailed
consideration of 360 references, 184 studies were eligible for inclusion.
The broad conclusions and service implications of the review were as follows.
Minor surgery in primary care
Minor surgery carried out in general practice can be safe and effective, but this depends, critically, on the
skill and training of the operator, with some studies suggesting that the technical quality of surgery is
lower when operations are carried out by general practitioners (GPs). In some cases, providing minor
surgery in primary care may increase demand by addressing previously unmet need. The cost-effectiveness
of minor surgery carried out in general practice is likely to depend on local contractual arrangements.
Medical clinics in primary care
The long-term management of major chronic diseases has become routine in UK general practice and the
evidence suggests that, with adequate supervision and training, chronic disease management can be both
safe and effective in primary care.
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General practitioners with a special interest
Providing that they are well trained and supported, general practitioners with a special interest (GPwSIs)
can provide an effective addition to specialist outpatient services associated with high levels of patient
satisfaction. Whether or not they provide a cost-effective alternative to outpatient clinics remains unclear
and may depend on local service configuration and contractual arrangements. Introducing GPwSIs also has
the potential to produce ‘supply-induced demand’ if GPs’ referral thresholds are lowered.
Discharge from outpatients to primary care
The studies found in this scoping review support the ability of GPs to follow up patients across a range of
diagnostic groups as an alternative to hospital follow-up. If patients requiring ongoing follow-up are to be
discharged back to primary care, it is important to ensure that general practices have the administrative
support and resources so that follow-up protocols can be reliably followed, and that there is adequate
support from specialists when queries or problems arise.
Direct access by general practitioners to diagnostic tests and investigations
A large number of studies have now been carried out on the effects of giving GPs access to a wider range
of diagnostic tests. It is clear that GPs can make effective use of a wide range of diagnostic facilities,
especially where these are combined with a referral protocol. However, the costs of providing services in
the community, compared with in hospital, are uncommonly reported, and the desire to provide services
‘closer to home’ may conflict with the economies of scale that can be achieved by centralising
complex investigations.
Direct access by general practitioners to specialist services
In some cases (e.g. direct access to audiology for hearing aids) the benefits of bypassing an unnecessary
specialist referral are clear-cut. However, in other cases – musculoskeletal services being a common
example – the benefits are less certain. Direct access to physical therapies for musculoskeletal problems
produces a substantial increase in demand. The rational use of services, including investigations, treatment
services such as physiotherapy, and specialist referral, can be addressed by locally agreed pathways which
need to be followed for services to be accessed.
Shifted outpatient clinics
Shifted outpatient clinics involve hospital specialists visiting premises outside the hospital site to provide
care, and these clinics are popular with patients. However, specialists generally see fewer patients in a
community clinic (partly because they are less likely to be working alongside junior staff) and a significant
proportion of patients seen in community-based clinics need to be seen again in hospital. Current policies
to move consultant clinics into the community can be justified only if (a) high value is given to patient
convenience in relation to NHS costs or (b) community clinics can run at a scale to enable the efficiencies
of patient throughput in a hospital clinic to be realised.
Specialist attachment to primary care teams
These arrangements have a stronger educational focus than shifted outpatient clinics. Few formal
evaluations of this type of attachment have been reported: they appear costly and often depend on the
enthusiasm of individual specialists to undertake this type of work. There is interest in developing more
formal arrangements, for example through the appointment of community geriatricians. It will be
important to evaluate such arrangements in the future in comparison with, for example, the appointment
of hospital-based specialists.
Community mental health teams
Collaborative models of mental health care appear effective across a wide spectrum of disorders. These are
likely to be most effective when there are regular opportunities for face-to-face contact between members
of the mental health team and the primary care team. There is little evidence on the cost-effectiveness of
different models of care and, especially given the diversity of local arrangements, little to guide local
commissioners on the optimum configuration of services.
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Telemedicine and telecare
In countries with very remote rural areas, video consultations continue to be a viable alternative to
patients or specialists having to travel very long distances. In England, it is unlikely, in general, that video
consultations will be a cost-effective alternative to outpatient clinics. ‘Store-and-forward’ services for
images of skin conditions show promise, although these may be of less value in cases of suspected skin
cancer. Very few evaluations of telemedicine present robust economic analyses.
Shared care
Overall, the results of studies of shared care suggest that care can be given in primary care using shared
care protocols across a wide range of conditions without loss of quality. Cost savings to patients can be
considerable (e.g. in terms of transport costs), but savings to the health service are less clear-cut. There are
studies which show net savings by moving from outpatient clinics to a shared-care model, but such savings
are not universal and may depend on the nature of the shared-care arrangement.
Professional behaviour change
Guidelines, audit and feedback, and professional education programmes are all relatively ineffective on
their own but may be combined, or linked with other interventions. Guidelines are increasingly
incorporated into referral pro formas which have to be completed as part of the referral process.
Interventions aimed at changing professional behaviour should be aimed at increasing the appropriateness
of referrals rather than used as a crude form of demand management.
From a very limited evidence base (two studies), programmes which involve obtaining a second opinion
from a colleague prior to referral (in-house review) have the potential to reduce referrals. We also found a
few studies (with inconclusive results) of external reviews of referrals (RMCs). Because of the very limited
information on both of these interventions, we undertook limited primary data collection on each of these
types of intervention; these are reported as separate substudies (substudies 1 and 2).
A number of studies have evaluated interventions which enable GPs to get e-mail or telephone advice
from specialists without the need for a face-to-face consultation. E-mail may provide an easier form of
contact and gives the opportunity to include test results, images, etc. Studies in which GPs were able to
obtain specialist advice by telephone or e-mail suggest that there is a substantial opportunity to reduce the
number of patients seen in outpatient clinics.
Referral management centres (substudy 1)
The term ‘referral management centre’ describes initiatives ranging from centres designed to help patients
select a hospital or specialist (through ‘Choose and Book’), to ones designed to provide the most efficient
referral pathway (e.g. by arranging investigations to be carried out before a patient sees a specialist),
to ones designed explicitly to reduce the numbers of patients seeing a specialist.
In this substudy we conducted a study of RMCs that had a clear implicit or explicit aim of reducing
referrals to gain an understanding of the mechanisms through which they work, and the contextual factors
that influence both the success with which they are implemented and their perceived effectiveness.
We conducted a qualitative study with a purposive sample of health professionals involved in the
commissioning, set-up and running of four RMCs in England and with GPs referring through these centres.
Semistructured interviews conducted with 18 professionals were audio recorded and transcribed, and data
were analysed thematically.
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Four themes emerged from the interview data: the diversity and evolving nature of the aims and functions
of RMCs; the impact of practical and administrative difficulties; the challenge of stakeholder buy-in; and
the dependence of perceived effectiveness on the aims and priorities of the scheme. Many schemes were
judged by those involved to be successful, despite limited evidence for reduced referral rates or savings.
Future schemes need to have clear aims and to identify indicators of success from the outset. There is an
important need for further research that evaluates the effectiveness and cost-effectiveness of individual
models of RMCs.
In-house referral schemes (substudy 2)
We interviewed three or four stakeholders engaged in each of three in-house schemes in which referrals
were reviewed within the practice before being sent out. Each scheme had a different method of in-house
review of referrals: in one, all referral letters were reviewed by a second GP before being sent on to
secondary care; in the second, all letters were reviewed at a practice meeting held twice weekly; and, in
the third, only referrals about which the referring GP had doubts were reviewed.
The study showed potential benefits of in-house review. These included ensuring that the most appropriate
referral pathway had been selected and that local guidelines had been met, in both cases by sharing local
knowledge among GPs within the practice. In-house review of referrals also increased communication
between GPs, enabling them to learn from each other’s clinical practice. However, there was a significant
cost to the schemes, especially in instances where all referrals were reviewed. Interviewees also reported
greater impact in the early stages of the schemes, with less impact as time went on; this was possibly
because GPs gradually improved their adherence to common standards and guidelines for referral.
Financial incentives to reduce referrals (substudy 3)
In our original application, we identified a need to determine whether or not practices had explicit financial
incentives to reduce referrals, as this could present them with potential conflicts of interest in terms of
providing optimal care for their patients. When Quality Premium 2013/14 – Guidance for CCGs [Clinical
Commissioning Groups] was published in 2013 (NHS England. Quality Premium 2013/14 – Guidance for
CCGs. NHS England; 2013), it became clear that none of the performance indicators being passed down
from NHS England related to outpatient attendance (in contrast to a focus on reducing inpatient care).
It was, therefore, unlikely that that we would find direct financial incentives to reduce outpatient referrals
being passed down to GPs. This was confirmed in data that we collected from four CCGs, in which we
found no areas where GPs had a direct financial incentive to reduce referrals.
Consultants with novel types of employment contract
(substudy 4)
One of the limitations of traditional approaches to involving specialists in the community is that specialists
who are still employed by acute trusts tend to get drawn back into hospital work and have no real
incentive to engage actively with clinicians in primary care or to develop better pathways between primary
and secondary care. In this substudy we selected novel contract arrangements in which consultants hold
their contract solely, or for the majority of their time, with a community trust. We conducted 14 qualitative
interviews with community-based consultants across three specialties. We found that community-based
posts are often developed or taken up by highly motivated individuals who reported benefits in terms of
being able to provide more appropriate care for patients. However, the long-term development of these
posts may be constrained by their idiosyncratic nature, a lack of clarity around roles, challenges to
professional identity and a lack of training opportunities.
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International comparisons (substudy 5)
We explored experiences in Denmark, Finland, the Netherlands and Spain of models of care designed to
enhance the effectiveness of services at the primary–secondary care interface. All four countries have
engaged in reform efforts to reduce reliance on hospital-based service delivery and have put approaches
and mechanisms in place to reduce referrals from primary to secondary care. Several common approaches
emerged, including the use of financial mechanisms and incentives, transfer, relocation, and the use of
guidelines and protocols. The nature and scope of these approaches varies widely, reflecting the specific
features of the organisation and delivery of primary care and their evolution over time in each country.
With the possible exception of financial incentives, the lack of robust evidence of effect of the different
approaches limits the lessons that can be drawn for the NHS. However, it is notable that ‘interventionist’
approaches targeting referral rates, such as in-house review and RMCs, which are implemented in
England, are not common or being considered in any of the countries reviewed here.
Patient and public involvement
Two patients were involved in the study, and met mid-way through the study to discuss a draft report
and the progress on the various aspects of the study. The patients commented on the relevance and
accessibility of the work to patients and members of the public and discussed dissemination plans. The
patients further commented on the draft report towards the end of the study, making suggestions that
were useful in finalising of the report.
Summary of conclusions from scoping review and substudies
Our literature review uncovered a significant number of new papers on strategies involving primary care
that are designed to improve the effectiveness and efficiency of outpatient services. Studies varied widely in
quality, however, and as robust economic evaluations were rarely reported the cost-effectiveness of many
interventions remains unclear. Through the literature review and substudies, we identified a wide range
of new approaches which substitute for conventional outpatient clinics and have the potential to provide
high-quality care in community settings. Findings largely supported the 2006 review, providing further
evidence for the benefits of the transfer of some outpatient services to primary care. Of particular note
was support for improved communication between GPs and specialists, for example through the use
store-and-forward telemedicine or requests for specialist advice by e-mail. Further research is needed to better
understand the costs and benefits of these additional forms of communication. There remained limited
evidence for the benefits of relocation of specialists or shared-care methods, as advocated in the NHS Five
Year Forward View, and, in particular, cost-effectiveness evidence for these interventions was very limited. We
found an increased evidence base for professional behaviour-change interventions. In particular, the use of
RMCs and in-house GP review of referrals is becoming increasingly common, and further evidence is required
to understand the cost-effectiveness of these interventions.
Limitations of the study
This study comprised a scoping review of the literature and a small number of substudies. We restricted
our literature search to literature judged to be relevant to the NHS context, and we summarised literature
across a review framework based on that developed in the previous 2006 review on this topic. Our
substudies were intended to supplement the evidence in areas in which published literature was scarce.
However, these were of necessity small in scale and cannot present comprehensive evaluations of
interventions. The general absence of cost data in the literature was a serious problem in terms of trying
to draw conclusions about the cost-effectiveness of most of the interventions studied.
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In general, we conclude that:
l High-quality care in the community can be provided for many conditions and is popular with patients.
l Provision of care in the community may not be cheaper than outpatient services. The limited
cost-effectiveness evidence we found was inconclusive, with a number of studies suggesting that
interventions might increase the cost of care provision. The assumption that care moved into the
community is cheaper may be incorrect because of supply-induced demand, or because unmet need
is addressed by new forms of care, or because there is a loss of efficiencies of scale found when
services are provided in hospitals. Evaluations of new forms of community-based care (whether formal
research studies or local evaluations) need to take into account the impact of changes on overall
health-care utilisation (i.e. primary and secondary care costs combined).
l Evidence from this study suggests that further shifts of care into the community can only be justified if
(a) high value is given to patient convenience in relation to NHS costs or (b) community care can be
provided in a way that reduces overall health-care costs.
Funding
Funding for this study was provided by the Health Services and Delivery Research programme of the
National Institute for Health Research.
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Chapter 1 Introduction
Background
It is important to make the most cost-effective use of NHS resources; inappropriate overuse of resources
wastes money and may expose patients to harm, while inappropriate underuse of resources deprives
patients of treatments from which they could benefit. General practitioners (GPs) generate cost in three
main ways: by prescribing drugs, by referring patients to outpatients (which may generate elective
admissions) and by admitting patients to hospital as emergencies. In this report we address the second
of these: outpatient referral. There is known to be wide and unexplained variation in the referral rates of
individual GPs.1 There is inappropriate overuse and inappropriate underuse of specialist resources, and
specialist services may be organised in ways which are neither cost-effective nor convenient for patients.
As a consequence, there have been many attempts to improve the effectiveness and efficiency of the
outpatient referral process, which we summarised in a previous review for the National Institute for Health
Research (NIHR) Service Delivery and Organisation programme.2
In recent years, the requirement to improve efficiency has been stronger than ever. Through the QIPP
(Quality, Innovation, Productivity and Prevention) challenge, the NHS was expected to make £20B worth of
efficiency savings by 2015. However, research from the Nuffield Trust suggests that, even were this
challenge to be achieved, a potential shortfall of £28–34B would remain by 2021–2.3
One initiative intended to encourage more efficient use of resources was the transfer of commissioning
responsibility to Clinical Commissioning Groups (CCGs), introduced through the 2012 Health and Social
Care Act.4 As CCGs take over responsibility for commissioning, they need to balance their responsibility to
their patients with a responsibility to manage NHS budgets.
This report sets out findings from a scoping review of the literature to update what we know about
interventions designed to improve the effectiveness and efficiency of the outpatient referral system.
We also provide substudies on a range of more recent innovations taking place in England, which are not
yet adequately covered in the published literature. Finally, we include data on international experiences in
this area, which may provide lessons for the UK.
Aims and objectives
l Identify and review what is currently known about strategies involving primary care that are designed
to improve the effectiveness and efficiency of outpatient services.
l Comment on the impact of such schemes on the organisation of primary care, the primary care
workforce, access, clinical outcomes for patients and patient experience.
l Identify and comment on the potential for innovative models of care to be replicated more widely.
l Identify the needs for future research in this area in terms of both primary research and systematic
reviews that might be needed.
l Summarise the findings in a way that will be readily accessible to policy-makers and managers.
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Structure of the report
The main part of the report relates to a scoping review of the literature in which we identify what is
currently known about strategies involving primary care that are designed to improve the effectiveness and
efficiency of outpatient services.
This is followed by reports of five smaller substudies, in which we investigate referral management centres
(RMCs), in-house review of referrals, financial incentives to reduce referrals, consultants with novel types of
employment contracts and international experience of improving care at the primary–secondary interface.
INTRODUCTION
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Chapter 2 Scoping review (main study)
Introduction
This scoping review aims to update the review undertaken by Roland et al. in 2006.2,5 That review found
that transferring services from secondary to primary care and strategies intended to change the referral
behaviour of primary care practitioners were often effective in improving outpatient effectiveness and
efficiency. However, relocating specialists to primary care and developing joint working arrangements
between primary and secondary clinicians were largely ineffective. Strategies not involving primary care
that had the potential to improve outpatient effectiveness and efficiency included the introduction of
intermediate care services and the redesign of hospital outpatient services.
As outpatient services have been the focus of considerable attention in the intervening years, the NIHR
Health Services and Delivery Research (HSDR) programme commissioned an update of this review.
Aims
The aims of this current scoping review were to:
l identify and review what is currently known about strategies involving primary care that are designed
to improve the effectiveness and efficiency of outpatient services
l comment on the impact of such schemes on the organisation of primary care, the primary care
workforce, access, clinical outcomes for patients, patient experience and cost.
Methods
Scoping review
The definition of a scoping review is a review which ‘aims to map rapidly the key concepts underpinning
a research area and the main sources and types of evidence available’,6 with the basic approach following
that of a systematic review: defining the research question, identifying relevant references and screening
references for eligibility for inclusion.7
Defining the scope of the review
Our previous review conceptualised interventions designed to reduce hospital outpatient attendance in
four categories:
1. transfer – the substitution of services delivered by hospital clinicians for services delivered by primary
care clinicians
2. relocation – shifting the venue of specialist care from outpatient clinics to primary care without
changing the people who deliver the service
3. liaison – joint working between specialists and primary care practitioners to provide care to
individual patients
4. professional behaviour change – interventions intended to change the referral behaviour of primary care
practitioners, including referral guidelines, audit and feedback, professional education and
financial incentives.
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The previous review included two additional categories that did not directly involve primary care but
reflected important changes at the primary–secondary interface. These were:
1. Intermediate care services including community mental health teams (CMHTs) and hospital at home.
We did not include intermediate care in the current review, mainly because research on hospital at
home is not primarily focused on outpatient attendance. We did, however, include the previous
category of community-based mental health teams, but described these in the more appropriate
category of ‘Relocation of secondary care to primary care settings – the provider remains a specialist’.
2. Hospital redesign of outpatient services (e.g. the substitution of nurses for doctors in outpatient clinics).
We did not include interventions in this review if they solely involved the reorganisation of services
within hospital, but we did include studies if they involved some new interface with primary care. These
were then included in one of the categories above.
We used these categories in the current scoping review, but also introduced the following three changes
from the previous review:
1. Owing to recent advances in the area, we included a new topic of telecare – in particular, remote
sensing technology in patients’ homes. We define telecare as ‘offering remote care, often using sensing
devices, of old and physically less able people, enabling them to remain living in their own homes’.
We did not include admissions as an outcome of telecare interventions in our analysis, keeping to the
study’s focus on outpatient attendance. This fits within the broader definition of telemedicine as
‘the use of medical information exchanged from one site to another via electronic communications to
improve a patient’s clinical health status’.8 However, we restricted the definition of telemedicine for the
purpose of this review to interventions involving some form of direct contact between specialists
(doctors or nurses) and patients. We added telecare and telemedicine under the category of relocation.
2. We included a specific topic for RMCs within the category of professional behaviour change; these are
a new approach to demand management for outpatient referrals.
3. We included a new topic of patient education, which involves the use of decision aids and aids to
patient choice within a new category of patient behaviour change. This aspect of the review was
restricted to decisions about referral to and discharge from outpatients (e.g. not the use of a decision
aid used in a specialist clinic to help a patient decide whether or not to have an operation).
The framework for this current scoping review is shown in Table 1.
Search strategy
We reran the previous search strategy, adding search terms for the new categories. The literature was
searched from February 2005 to April 2014, starting with the end date for each of the previous searches.
The databases searched in the current review were:
l MEDLINE® (via Ovid) (February 2005 to April 2014)
l EMBASE (via Ovid) (February 2005 to April 2014)
l Health Management and Information Consortium Health Management and Policy database (via Ovid)
(February 2005 to April 2014)
l The King’s Fund database of grey literature (http://kingsfund.koha-ptfs.eu/) (February 2005 to
April 2014).
The previous review included a search in the Cochrane Database of Systematic Reviews and a search in the
Campbell Collaboration Library of Systematic Reviews. We did not replicate those searches in this update,
as we found that references from those databases were picked up in the other searches.
The detailed search strategies can be found in Appendix 1.
SCOPING REVIEW (MAIN STUDY)
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We became aware that many primary care trusts (PCTs) have produced guidelines to reducing referrals,
often drawing on common sources such as the NHS Institute and The King’s Fund. These were not
included in the review as, on investigation, we discovered that they reiterated advice on managing
referrals without any evaluative component and did not, therefore, meet our inclusion criteria (see the
following section).
Inclusion and exclusion criteria
Type of study
Any type of observational study was eligible for inclusion in the scoping review. Editorials and modelling
studies were also included. Conference abstracts, letters, commentaries, vignette studies, hypothetical
cases and articles which were simply referral guidelines were, however, excluded. Only studies conducted
in high-income countries were included.
TABLE 1 Structure for models of working at the primary–secondary interface in this review
Model Type of working arrangement
Transfer: substitution of primary care for secondary care Surgical clinics (e.g. minor surgery)
Medical clinics (e.g. diabetes, asthma)
GPwSIs
Discharge from outpatient to primary care
Direct access to diagnostic tests/investigations
Direct access to services
Relocation: relocation of secondary care to primary care
settings – the provider remains a specialist
Shifted outpatient clinic
Specialist attachment to primary care teams
CMHTs
Telemedicine (‘the use of telecommunication and information
technologies in order to provide clinical health care at a
distance’)
Telecare (‘offering remote care, often using sensing devices of
old and physically less able people, enabling them to remain
living in their own homes’)
Liaison: joint management of patients by primary and
secondary care clinicians
Shared care including consultation liaison
Professional behaviour change: interventions intended to
reduce rates of referral from primary to secondary care
Guidelines, including referral pro formas
Audit and feedback
Professional education including academic detailing
In-house review (i.e. second opinion)
Financial incentives
Advice requests – including e-mail advice, sending patient
details for ‘paper consultation’, and telephone advice
Patient behaviour change Decision aids and aids to patient choice designed to influence
decisions about referral to and discharge from specialist clinics
GPwSI, general practitioner with a special interest.
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Interventions
To be eligible for inclusion, studies had to evaluate schemes in primary care settings that were designed to
improve the effectiveness and efficiency of outpatient services. The categories of interventions that were
eligible are described in Table 1. The interventions could also involve direct access of GPs to physiotherapy,
osteopathy and alternative medicine (under direct access of primary care providers to specialist services),
as long as there was an evaluation of referral to outpatients.
Eligible studies had to report on an intervention that was potentially transferable to the NHS. For example,
we excluded studies of interventions led by hospitalists, which are implemented in the USA but have little
applicability to the NHS context.9
Interventions that were excluded included:
l pharmacist interventions in primary care which did not have outpatient referral as an outcome
l services where an outpatient clinic (usually in a hospital) is developed as an alternative to
hospital admission
l studies which simply looked at the quality or appropriateness of referrals, that is studies that did not
suggest or evaluate a new model
l hospital-at-home interventions, as these are designed as an alternative to inpatient management rather
than to outpatient referral
l optometry services in primary care
l support services in the home
l medical homes (as this is mainly a US concept and does not relate to outpatient referral in the NHS)
l services which delivered screening or delivered preventative care in GP practices in order to reduce
illness later in life, unless they had an evaluative component relating to outpatient services.
Comparators
The studies did not need to include a comparator intervention. If more than one type of intervention was
included, these were described.
Outcomes
The interventions had to have some impact on specialist/secondary care, and had to report an evaluation
of the outpatient interface rather than provide a simple description of a service. For the purposes of this
review, CMHTs were also considered as secondary/specialist care. Outcomes of interest included, but were
not limited to, access, including waiting times, referral rates, patient outcomes (clinical and patient
experience), service outcomes, physician outcomes and costs.
Outcomes excluded from the scoping review were:
l self-referral
l inpatient admission
l dental and orthodontic referrals
l studies that evaluated solely accident and emergency or emergency room attendance.
Quality
We did not formally assess the quality of the studies, nor did we exclude studies based on quality criteria.
When we had concerns about the quality of a study (e.g. when the study design or the definition of the
intervention were not clearly reported), this was noted in the relevant findings section or in the table of
included studies (see Appendix 2).
SCOPING REVIEW (MAIN STUDY)
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Study selection
Records identified by the searches were assessed for inclusion by scanning titles and abstracts against the
inclusion and exclusion criteria. Screening was undertaken by three researchers. Initially, the researchers
independently screened the same 500 records and compared their results. This was repeated with a
further set of 250 records to ensure consistency in deciding both which studies to include and which
categories to place them in. All of the remaining titles and abstracts were then screened by one researcher
(EW or CM), who deliberately kept in any records for which there was any doubt. This list was then
assessed by a second researcher (MR) to determine the final list of papers for inclusion. Full texts were
then retrieved of potentially eligible studies and reassessed against the inclusion and exclusion criteria.
Disagreements or uncertainties between reviewers were resolved by discussion within the research team.
Data extraction
Data from studies identified as eligible were extracted into a Microsoft Excel® spreadsheet template
(Microsoft Corporation, Redmond, WA, USA). Data were extracted on study design and objective(s),
intervention(s) and reported outcomes. The data extraction template was piloted on a small number of
studies and refined. Data extraction was undertaken by three researchers, with some duplicate extraction
to check for consistency of approach.
Data synthesis
As the purpose of a scoping review is to demonstrate what is presented in the literature and to identify
gaps in the literature without a formal synthesis, we did not attempt formally to synthesise the data.
Within each category, key messages were extracted initially by MR, and then checked against the
references by other members of the research team. We also commented on the implications of the
findings for the NHS in each section.
Advisory board and patient and public involvement
We convened an advisory board with representatives from primary care, secondary care and national and
local commissioning, and two patient and public representatives. The advisory board commented on the
research protocol at the beginning of the study and on a draft report of findings in March 2014. In
addition to comments by e-mail, patient and public representatives attended a meeting in March 2014,
to help to think through the implications of the study and to provide ideas for dissemination.
Findings
This chapter presents the findings of the scoping review. The data are presented by the type of working
arrangement for each of the five models presented above.
Description of studies
Our search identified a total of 21,135 records across the four databases searched; of these, after removal
of duplicates and initial screening of titles and abstracts, we considered 360 references for further
evaluation. Of these, 184 studies were identified as eligible for inclusion in the review (Figure 1). Further
details of individual studies are presented in Appendix 2. Appendix 3 provides an overview of studies
which we excluded from our review based on full-text review.
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Transfer (substitution of primary for secondary care)
Surgical clinics
Surgical clinics refer to GPs carrying out minor surgery in primary care.
Key summary points:
l Minor surgery carried out in general practice can be safe and effective, but this depends, critically, on the
skill and training of the operator.
l The cost-effectiveness of minor surgery carried out in general practice is likely to depend on local payment/
contractual arrangements.
Minor surgery principally became of interest because the 1990 GP contract included financial incentives for
GPs to carry out minor surgery in their own practices.
Nine studies (10 papers) were included in our previous review, from which we concluded that ‘some
evidence suggests that the quality of care provided in general practice was initially poor due to
inadequacies in GP training, problems in maintaining surgical skills given the low patient volume, and
inadequacies in the equipment and/or procedures used to sterilise surgical implements’. We also suggested
that ‘many of the additional patients receiving minor surgery under the conditions of the 1990 contract
may not have previously been referred to hospital, and that GPs may have used minor surgery in place of
cheaper, equally effective treatments’.
Databases
•  MEDLINE, n = 4816
•  EMBASE, n = 13,284
•  HMIC, n = 1705
•  The King’s Fund, n = 1330
Articles retrieved for full-text
extraction (n = 360)
Articles included in review (n = 183)
Reviews (n = 14) (including nine
systematic reviews)
Primary studies (n = 169)
•  RCTs, n = 26
•  Non-randomised controlled
    studies, n = 16
•  Before and after, n = 39
•  Uncontrolled observational 
    studies, n = 75
•  Economic evaluations, n = 8
•  Modelling studies, n = 3
•  Discussion papers, n = 2
Articles excluded based on title and abstract
(n = 20,775) (including 2530 duplicates)
•  Not relevant, n = 126
•  Date (published before 2005), n = 2
•  Conference abstract, interim results, protocol
    or letter, n = 43
•  Full text not available, n = 1
•  Duplicated/updated, n = 5
Articles identified (n = 21,135)
Articles excluded based on full-text review
(n = 177)
FIGURE 1 Peer-reviewed literature included in the study. HMIC, Health Management Information Consortium;
RCT, randomised controlled trial.
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Since then, the policy context has changed in that the financial incentives for GPs to carry out minor
surgery have reduced. However, some general practitioners with a special interest (GPwSIs) are contracted
specifically to carry out minor surgery.
An additional six papers were found in our updated scoping search (Table 2).10–15
One study was a randomised controlled trial (RCT) which concluded that patient satisfaction was high,
access to care was improved and costs were lower when procedures were carried out in primary care
(the mean cost for hospital-based minor surgery was £1222 and for primary care was £449). However, the
quality of minor surgery carried out in general practice was not as high as the quality of that carried out
in hospital.12 This related in particular to the incomplete excision of skin cancers. Using completeness of
excision of malignancy as an outcome, hospital minor surgery was more cost-effective than surgery in
primary care. However, another study of highly trained GPs (GPwSIs) found no difference in the incomplete
excision rate between GPwSIs and hospital doctors.16
Studies in the past have suggested that, with adequate training, GPs may safely perform procedures such
as hernia repairs11 and endometrial thermal ablation14 in primary care.
There is little additional information on the cost-effectiveness of minor surgery in general practice. Van Dijk
et al.15 found that Dutch practices which carried our minor surgery referred fewer patients with those
conditions to hospital, but did not carry out a formal cost-effectiveness analysis. In practices in rural USA,
Nelson et al.13 found that it was cost-effective to train primary care doctors to carry out knee injections for
patients with osteoarthritis.
Conclusion
Minor surgery carried out in general practice can be safe and effective, but this depends, critically, on the
skill and training of the operator, with some studies suggesting that the technical quality of surgery may
be lower when operations are carried out by GPs. The cost-effectiveness of minor surgery carried out in
general practice is likely to depend on local payment/contractual arrangements. The effect on outpatient
utilisation of doing surgery in general practice is also likely to depend on local care pathways. If GPs
TABLE 2 Studies of surgical clinics
Article Country Study type Aim/intervention
Dhumale
(2004)10
UK (England) Prospective
observational study
To assess the feasibility of performing hernia surgery in a
general practice (n= 4965), involving a GPwSI in surgery,
a theatre nurse and a surgical administrator
Dhumale et al.
(2010)11
UK (England) Retrospective case
review
To reduce waiting times and relieve pressure on local hospital
waiting lists by setting up a surgical centre which offers
hernia repair (n= 1164) carried out by two GPwSIs in a
practice
George et al.
(2008)12
UK (England) Prospective randomised
controlled equivalence
trial
To compare competence of GPs and hospital doctors across a
range of elective minor surgical procedures, in terms of the
safety, quality and cost of care for patients (n= 568)
Nelson et al.
(2014)13
USA Economic modelling To measure the cost-effectiveness of training rural primary
care providers to perform knee injections in community-based
outpatient clinics instead of referring patients to specialised
care in hospital
Olah et al.
(2005)14
UK (England) Observational study To test whether or not endometrial thermal ablation is
suitable for use in primary care settings (n= 87 women)
Van Dijk et al.
(2011)15
The
Netherlands
Audit To examine the association between surgical interventions in
general practices (n= 48) and hospital referrals for four skin
conditions (n= 14,203 patients)
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have incentives to carry out minor surgery, for example through local contracts, there is the potential for
‘supply-induced demand’: that is, minor procedures being carried out that would not necessarily have been
referred before. In some cases, these may address previously unmet patient need, but item-of-service fees
to GPs to carry out procedures could also lead to unnecessary operations being carried out.
We note that recent National Institute for Health and Care Excellence (NICE) guidance is that ‘all GPs and
GPs with a Special Interest who diagnose, manage and excise low-risk basal cell carcinomas (skin cancers) in
the community are fully accredited to do so, and undergo continuous professional development in the
diagnosis and management of skin lesions to maintain their accreditation’.17 NICE also advises that all
patients with suspected malignant melanoma should be referred to a specialist.
Medical clinics
Medical clinics refer to the provision of continued treatment and management of specific conditions within a
general practice setting.
Key summary points:
l With adequate supervision and training, a wide range of conditions can be managed in primary care both
safely and effectively.
l Few studies examine the cost-effectiveness of transferring care into primary care.
In our previous scoping review, we concluded that ‘there was a marked dearth of research comparing
general practice care with hospital care’ for major chronic diseases. However, we concluded that ‘If care is
well structured – there is a disease register and recall system, with clinical reviews conducted in accordance
with evidence-based guidelines – then short-term health outcomes for patients appear to be as good as
those achieved in hospital outpatient clinics’. However, there was insufficient evidence to draw conclusions
about costs of primary versus secondary care of chronic conditions.
The policy context of the earlier review was the 2004 GP contract which included major financial incentives
for GPs to monitor chronic conditions in general practice [the Quality and Outcomes Framework (QOF)].
These changes have become firmly embedded in the structure and practice of primary care since then.
An additional 16 papers were identified in our updated scoping search (Table 3).18–33
The additional studies we found confirm that high-quality care can be provided for patients in primary
care, including for diabetes,21,25,32 adult asthma,31 childhood asthma,26 colonoscopy,29,30 alcohol
dependence22 and chronic obstructive pulmonary disease (COPD).33 Providing additional resources in
primary care can also reduce secondary care utilisation, for example through the use of a nurse-/
pharmacist-led clinic for patients with chronic pain.20
In some studies, the primary care alternative to specialist referral is a different and less intensive approach
to management. For example, van Boeijen et al.19 found that two management approaches in primary care
(guided self-help and structured guidelines) were as effective for patients with anxiety as referral to a
psychologist for cognitive–behavioural therapy. This study emphasises that, although a common
assumption is made that the same care will be provided whether in a primary or a secondary care setting,
this may not in fact be the case, either by design or by default.
SCOPING REVIEW (MAIN STUDY)
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TABLE 3 Studies of medical clinics
Article Country Study type Aim/intervention
Berger et al.
(2007)18
Norway Economic modelling To examine the expected outcomes and costs associated with
the treatment of patients with painful neuropathies
(n= approximately 35,000), and the consequences of shifting
care from secondary to primary care
van Boeijen
et al. (2005)19
The
Netherlands
RCT To compare the effectiveness and feasibility of three different
types of care for patients (n= 154) with diagnosis of panic
disorder or generalised anxiety disorders across 46 practices
Briggs et al.
(2008)20
UK (England) Observational study To measure the impact of a combined nurse-/pharmacist-led
clinic in primary care for patients (n= 120) with chronic pain
Chew et al.
(2010)21
Australia Cost-effectiveness
analysis (simulation)
To evaluate the cost-effectiveness of a general practice-based
programme for managing coronary heart disease patients
Coetzee
(2011)22
UK (England) Observational pilot
study
To evaluate a structured clinic supported by a GP in a primary
care setting for patients with mild to moderate alcohol
dependency (n= 76 treatment episodes)
Courtenay et al.
(2006)23
Multiple Literature review To identify the impact and effectiveness of nurse-led care in
dermatology
Dusheiko et al.
(2011)24
UK (England) Observational study To examine if the better management of 10 chronic diseases
(asthma, CHD, CKD, COPD, dementia, diabetes, hypertension,
hypothyroidism, mental health and stroke) is associated with
reduced hospital costs in England
Johnson et al.
(2006)25
UK (England) Observational study To assess a new model of integrated diabetes care in a primary
care setting (n= 4 practices)
Kuethe et al.
(2011)26
The
Netherlands
RCT To compare outcomes of provision of asthma care by a GP,
paediatric pulmonologist or a hospital-based specialist asthma
nurse for children (n= 107) with moderate asthma
Mahmalji et al.
(2010)27
UK (England) Observational study To assess the knowledge, capability and interest of GPs
(n= 75) in urology provision
Martin et al.
(2011)28
UK (England) Observational study To assess the impact on hospital costs and mortality of the
QOF to UK general practice in 2004 (population: 50 million)
Maruthachalam
et al. (2006)29
UK (England) Prospective
observational study
To assess the impact of a nurse-led flexible sigmoidoscopy
clinic established in a GP practice for patients (n= 1000) with
colorectal cancer
Newman et al.
(2005)30
USA Retrospective case
review
To assess the competency and safety of outpatient
colonoscopy by family physicians (n= 2) in an outpatient office
setting (n= 731 colonoscopy procedures)
Tuomisto et al.
(2010)31
Finland Retrospective
before-and-after
study
To report on outcomes after a national asthma programme
was launched, establishing a new division of labour between
primary and secondary care with asthma co-ordinators
(one physician and at least one nurse) nominated at each
health-care centre (n= 198 patients)
van Dijk et al.
(2010)32
The
Netherlands
Observational study To evaluate referral rates for hospital treatment of patients
(n= 6101) with diabetes after the introduction of primary care
nurses
Zwar et al.
(2012)33
Australia Cluster RCT To evaluate a nurse–GP partnership model (including a home
visit and an individualised care plan) of care for patients
(n= 451) with COPD in 44 general practices
CHD, coronary heart disease; CKD, chronic kidney disease; COPD, chronic obstructive pulmonary disease.
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The support and training for primary care staff is important. For example, in the case of urological
conditions, GPs did not feel that they had the skills to take on the additional roles,27 and primary care nurses
in primary care did not feel confident in dealing with some of the skin conditions they were managing.23
However, the additional studies found in this review support the earlier conclusion that a wide range of
conditions can be managed effectively in primary care if adequate training and support is given to staff.
However, there are few studies of the cost-effectiveness of transferring chronic disease management from
secondary to primary care. The potential for cost saving by moving services from specialist to primary care
was emphasised in a modelling study by Berger et al.,18 who found that even small increases in the
number of patients with neuropathic pain managed in primary rather than secondary care in Norway could
result in substantial overall cost savings. Economic analyses depend in part on whether care improves
(or gets worse) as a result of transfer to primary care. Two reports of the same study, Dusheiko et al.24 and
Martin et al.,28 suggested that, for stroke care, improvements in management since the 2004 GP contract
had led to a reduction in hospital expenditure (significant for both outpatients and admissions), but they
did not find evidence of this for other conditions they studied.24,28 Several studies report lower rates of
secondary care utilisation when care is moved from secondary to primary care but there is a striking
absence of studies which estimate the impact of transferring care on the overall health budget (i.e. primary
and secondary care combined). For example, in a study of colonoscopy in general practice,29 the cost of
the procedure was lower in primary care, but the authors did not report a full economic analysis taking
into account the total number of referrals for colonoscopy to hospital and primary care-based clinics
combined or referrals from the primary care clinic to secondary care.
Conclusion
The long-term management of major chronic diseases has become routine in UK general practice and the
evidence suggests that, with adequate supervision and training, a wide range of conditions can be
managed in primary care effectively. However, there is a paucity of studies looking at the cost-effectiveness
of transferring care, for example for chronic disease management, from secondary to primary care.
Although there is evidence that routine management in primary care reduces the use of specialist
care, cost savings will be made only if money is actually transferred from secondary to primary care.
General practitioners with a special interest
A GPwSI is a GP who supplements their core professional role by undertaking advanced procedures not
normally done by a GP.
Key summary points:
l GPwSIs were introduced principally to increase capacity to provide specialist advice.
l GPwSIs can provide an effective addition to specialist outpatient associated with high levels of
patient satisfaction.
l Whether or not they provide a cost-effective alternative to outpatient clinics remains unclear and may
depend on local service configuration and contractual arrangements.
General practitioners with a special interest were developed in the early 2000s principally to increase the
capacity of the NHS to provide specialist advice and to reduce outpatient waiting times. In our previous review,
we concluded that GPwSIs provided care that was of an equivalent standard to that provided in hospital
outpatient clinics, although systems for monitoring quality and outcomes varied, with data on long-term
follow-up of patients largely absent. GPwSIs appeared to be costlier than outpatient clinics in part because the
rates of pay for GPwSIs are higher than for non-consultant doctors in outpatient clinics. However, we
commented that the costs were highly likely to be context specific. It should also be noted that GPwSIs were
introduced without there necessarily being an intention to reduce cost, as a main aim was to increase capacity
to reduce outpatient waiting times.
SCOPING REVIEW (MAIN STUDY)
NIHR Journals Library www.journalslibrary.nihr.ac.uk
12
We identified 10 additional studies and relevant commentaries in this updated scoping review (Table 4).10,34–42
Salisbury et al.41 randomised dermatology patients to being seen either in a hospital outpatient clinic or by
a GPwSI in primary care. They found no difference in clinical outcomes, but waiting times for the GPwSI
were shorter and patients preferred being seen in the primary care setting. However, an economic analysis
suggested that referrals randomised to the GPwSI were 76% more expensive than the hospital equivalent
(£208 vs. £118).35 In a non-randomised study of a GPwSI for headache compared with a neurology
outpatient appointment, there were again no differences in clinical outcomes and patients again preferred
the GPwSI setting. However, in this case the costs of the GPwSI appointment were lower than those for
the hospital clinic.40
One study randomised patients to seeing GPwSIs in either a hospital or a practice setting.34 There were no
differences in clinical outcomes, but patients again preferred being seen in primary care settings.
Overall, it is clear that appropriately trained and supported GPwSIs can provide a high-quality service that is
valued by patients, and patients generally prefer to be seen in community settings. GPwSIs are now
operating in a wide range of specialty areas37 and there is clearly significant potential for patients currently
seen in outpatient clinics to be seen by GPwSIs; for example, Gilbert et al.36 estimated that 23% of
patients seen in a chest clinic could be seen by a GPwSI.
TABLE 4 Studies of GPwSIs
Article Country Study type Aim/intervention
Baker et al.
(2005)34
UK (England) RCT To determine whether there are differences in clinical outcomes
or patient satisfaction among patients attending GPwSI-run
orthopaedic clinics based in hospital outpatient departments and
general practices (n= 321 patients)
Coast et al.
(2005)35
UK (England) Cost-effectiveness
analysis within RCT
To compare the economic cost of GPwSI service with hospital
outpatient care for dermatology patients (n= 556) in 29 primary
care practices
Dhumale
(2004)10
UK (England) Prospective
observational study
To assess the feasibility of performing hernia surgery in a general
practice with local anaesthesia performed by a GPwSI in surgery,
a theatre nurse and a surgical administrator (n= 4965 patients)
Gilbert et al.
(2005)36
UK (England) Retrospective case
review
To examine the proportion of GP referrals to a hospital
respiratory medicine clinic, which might be suitable for a GPwSI
respiratory clinic (n= 96 referrals)
Jones et al.
(2006)37
UK (England) Discussion paper To discuss role of GPwSIs in improving access to specialties with
long waiting times
Levell et al.
(2012)38
UK (England) Observational study To assess the impact of the introduction of dermatology
intermediate care services
Nocon et al.
(2004)39
UK (England) Observational study To evaluate models of diabetes care in 19 clinics with range of
organisational models including clinics run by GPs in own
practice, clinics run by a community diabetologist and clinics run
by specialist nurses
Ridsdale et al.
(2008)40
UK (England) Observational study To evaluate the outcomes of training GPwSIs (n= 61) for a
headache clinic
Salisbury et al.
(2005)41
UK (England) RCT To evaluate a GPwSI service for dermatology patients (n= 556)
Sibbald et al.
(2008)42
UK (England) Observational study To evaluate the impact on patients and local health economies
of shifting specialist care from hospitals to the community in
30 demonstration sites
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When interpreting the impact of GPwSIs on waiting times and costs from studies in the early 1990s, it is
important to appreciate that these clinics were generally introduced as additional services designed to
reduce waiting times at a time of major investment in the NHS. Now that the NHS faces reduced additional
investment, GPwSI services are more likely to be intended as a substitute for hospital care. However, it does
not necessarily follow that the introduction of GPwSIs will reduce demand on hospital services, although
they have the potential to do so; the provision of additional services could result in ‘supply-induced
demand’ if GPs’ referral thresholds change. For example, in an earlier study described in our previous
review, Nocon et al.39 reported that although outpatient attendances reduced following the introduction of
GPwSIs, overall attendances rose. Indeed, we found one report in which hospital attendances increased
after the introduction of GPwSIs in the community.38 In an evaluation of practitioners with special interests
among a range of ‘closer to home’ demonstration sites set up by the Department of Health in England in
the mid-2000s, Sibbald et al.42 suggested that the difference in cost per patient for commissioners may
be lower for GPwSIs than hospital care national tariffs but that this might be explained by GPwSIs seeing
less complex cases. They similarly cautioned that GPwSIs may increase demand for outpatient services.
It is, therefore, not clear whether or not GPwSIs provide a cost-effective alternative to outpatient clinics.
In addition to the potential for ‘supply-induced demand’ referred to in the previous paragraph, there are
two reasons why GPwSI clinics could be more expensive. The first is that hospital clinics are staffed by
a mixture of consultants and cheaper subconsultant grades, whereas GPwSIs are paid at the equivalent of
consultant grade. There are also economies of scale in hospitals which may allow consultants working in
a hospital clinic to give opinions on a larger number of patients when they are supported by junior staff.
Conclusion
General practitioners with a special interest can provide an effective addition to specialist outpatient associated
with high levels of patient satisfaction. Whether or not they provide a cost-effective alternative to outpatient
clinics remains unclear and may depend on local service configuration and contractual arrangements.
Discharge from outpatients to primary care
Patients may be discharged early from secondary care to be followed up in primary care, instead of receiving
continued follow-up in an outpatient clinic.
Key summary points:
l GPs can follow up patients across a range of diagnostic groups as an alternative to hospital follow-up.
l It is important to ensure than general practices have the administrative support and resources to ensure
that follow-up protocols can be reliably followed, and that there is adequate support from specialists when
queries or problems arise.
l More use could be made of providing patients with information on what to expect from follow-up
arrangements.
In our previous review, we found that both patient-initiated outpatient follow-up and transfer of follow-up
to primary care are plausible strategies for reducing outpatient attendance rates and overall NHS costs
without adverse effects on the quality of care or health outcomes. Patients in general found GP visits more
convenient, less time-consuming and less expensive than outpatient attendance. However, the acceptability
of alternative discharge arrangements to patients, specialists and GPs was variable and far from universal.
An additional 13 studies43–55 including one systematic review54 were identified in our updated search (Table 5).
SCOPING REVIEW (MAIN STUDY)
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TABLE 5 Studies of discharge from outpatients to primary care
Article Country Study type Aim/intervention
Augestad et al.
(2013)43
Norway RCT To reduce the number of hospital visits for respiratory
patients (n= 100) through pre-clinic telephone
consultation
Choudhury et al.
(2013)44
UK (England) Observational
study
To evaluate the impact of LES for patients with diabetes
(n= 21,026) through which GPs receive training and
monetary incentives
Grunfeld et al.
(2006)45
Canada Multicentre RCT To assess whether or not follow-up by the patient’s
family physician is a safe and acceptable alternative to
follow-up in specialist clinics for patients (n= 968)
diagnosed with breast cancer in Ontario
Hall et al. (2011)46 UK (Scotland) Observational
study
To explore the views of potential recipients (n= 23) and
providers (n= 6) of shared follow-up of cancer and
conduct a modelling exercise of shared follow-up
Hennessey et al.
(2013)55
UK (Northern Ireland) Audit To assess the impact of monitoring stable prostate
cancer patients (n= 65) in primary care rather than
hospital, using a computerised system to monitor PSA
Hewlett (2005)47 UK (England) RCT To determine the impact of a direct access patient
initiated review for rheumatoid arthritis vs.
rheumatologist initiated review every 3–6 months for
patients (n= 209) in a teaching hospital
Lau et al. (2010)48 UK (England) Retrospective
case review
To audit the transfer of patients (n= 134) with
successful suppression of recurrent anogenital herpes
simplex virus infection to their GPs
Lu et al. (2012)49 The Netherlands Modelling
(simulation)
To assess the impact of three alternatives to current
guidelines for breast cancer follow-up
Lund et al. (2013)50 Denmark Audit To assess the transfer of prostate cancer patients
(n= 2585 patients, including 530 transferred to
follow-up with a GP) follow-up consultations from
hospital to primary care
Meeuwsen et al.
(2012)51
The Netherlands Multicentre RCT To measure the cost-effectiveness of a follow-up care
delivered by memory clinic or GP for patients (n= 175)
with a new diagnosis of mild to moderate dementia
living in the community
Meran et al.
(2011)52
UK (Wales) Observational
study
To measure the risk associated with a renal patient care
pathway for patients (n= 88) discharged from a renal
outpatient clinic trust
Torregrosa-Maicas
et al. (2013)53
Spain Observational
study
To assess the impact of a quick consultation
intervention for CKD patients
Thompson-Coon
et al. (2013)54
Multiple Systematic
review (n= 5)
To compare the effectiveness of face-to-face
consultations with telephone consultations for surgery
follow-up (n= 865 adults across four studies)
CKD, chronic kidney disease; LES, Local Enhanced Services; PSA, prostate-specific antigen.
DOI: 10.3310/hsdr04150 HEALTH SERVICES AND DELIVERY RESEARCH 2016 VOL. 4 NO. 15
© Queen’s Printer and Controller of HMSO 2016. This work was produced by Winpenny et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.
15
Five of the 13 studies involved cancer patients.45,46,49,50,55 In one RCT in Canada, there was no difference in
outcome at follow-up (for a mean of 3.5 years) when patients (968 women with breast cancer) were
seen in an oncology clinic compared with a family practice.45 Likewise, in a trial in Norway there were no
significant differences for a range of outcomes in 110 patients with colon cancer randomised to specialist or
GP follow-up, which included a decision support tool for patients and GPs. However, costs were reduced in
the GP follow-up arm.43 The acceptability of follow-up in primary care was assessed by Hall et al.46 in a
qualitative interview study. They found that patients would generally be willing to have GPs share their
cancer follow-up, with the caveat that the GPs had received extra training and were appropriately
supported by secondary care specialists. GPs in the study stressed the importance of maintaining their own
clinical skills and having reliable clinical and administrative support from secondary care. In a modelling
study, Lu et al.49 showed the considerable cost savings that could accrue from transferring follow-up
of cancer patients to primary care, with no significant difference in patient outcomes. With the limited
evidence on cancer follow-up from our previous review, there is clearly potential for the routine monitoring
of patients who have had cancer to be carried out in primary care, provided that clear protocols and training
are available to primary care physicians.
Two other studies looked at the follow-up of people, the first following a diagnosis of dementia51 and the
second a limited study of patients with renal failure,52 both concluding that patients could be discharged to
primary care without adverse consequences. One-third of patients with recurrent anogenital herpes48 could
also be successfully be transferred to care from their GPs, although a proportion of patients did not want
to be transferred as they did not want their GP to know about their diagnosis.
The systematic review54 related to telephone consultations by the specialist (surgeon or specialist nurse)
as an alternative to outpatient clinic attendance following surgery. Because of the poor methodological
quality of the studies included, the authors felt unable to draw any firm conclusions about the role of
telephone follow-up in this situation.
The additional studies found in this scoping review, although limited in number, support the ability of GPs
to follow up patients across a range of diagnostic groups as an alternative to hospital follow-up. Although
many of the procedures and investigations required during follow-up may be available to GPs, general
practices are not currently as well organised for ongoing follow-up of many conditions as they are, say,
for the routine monitoring of diabetes or asthma. Therefore, if patients requiring ongoing follow-up are to
be discharged back to primary care, it is important to ensure that general practices have the administrative
support and resources to ensure that follow-up protocols can be reliably followed, and that there is
adequate support from specialists when queries arise or problems occur. One option is to involve patients
more closely in the decision. For example, in the studies by Augestad et al.43 of colon cancer and Lund
et al.50 of prostate cancer, leaflets were given to the patients explaining what sort of follow-up they should
expect from their GP and when to expect particular tests, etc. This information was also provided in
leaflets for GPs.
Where the need for follow-up relates to patients’ symptoms, the patient may be able to assess the need
for hospital follow up. For example, in a 6-year randomised trial of patients with rheumatoid arthritis47
patients were discharged and allowed to make follow-up appointments when they felt they needed one,
rather than being given routine appointments. All outcomes (clinical, patient experience and economic)
were in favour of patient-directed follow-up.
The availability of electronic records shared between hospitals and GPs could increase the availability of
decision support when patients are no longer seen regularly in the specialist clinic. For example, Hennessey
et al. introduced an electronic decision support system into their clinic which decided when prostate cancer
patients needed to have their next outpatient appointment and/or prostate-specific antigen (PSA) test.55
This was based on the computer’s assessment of a PSA test which had been carried out by their GP.
Patients were not formally discharged from the clinic, but the authors reported that the number of
outpatient attendances was greatly reduced.
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One question which this review does not answer is how many patients are being followed up in hospital
clinics who could be discharged to primary care. In a study in Birmingham, UK, GPs were given a financial
incentive among other things to review the records of patients being followed up in hospital diabetic
clinics and discharge those who did not meet specified referral criteria. A substantial reduction in both new
and follow-up referrals was reported (odds ratios 0.69 and 0.77, respectively), although there were no
data for comparators in this simple before-and-after analysis.44
Conclusion
The studies found in this scoping review support the ability of GPs to follow up patients across a range of
diagnostic groups as an alternative to hospital follow-up. If patients requiring ongoing follow-up are to be
discharged back to primary care, it is important to ensure that general practices have the administrative
support and resources to ensure that follow-up protocols can be reliably adhered to, and that there is
adequate support from specialists when queries or problems arise. More use could be made of providing
patients with information on what to expect from follow-up arrangements. It is not known what
proportion of patients currently followed up in outpatients could be discharged.
Direct access to diagnostic tests and investigations
GPs may be permitted to directly order or conduct diagnostic tests, rather than having to refer patients to
outpatient departments for such procedures.
Key summary points:
l Patients value being able to have tests ordered directly by their GP, especially where tests are
locally available.
l The costs of providing services in the community compared to in hospital are uncommonly reported.
l Especially for complex tests such as MRI and CT, increased convenience to patients may need to be
balanced against the greater efficiency of tests being carried out in a centralised location.
CT, computerised tomography; MRI, magnetic resonance imaging.
In our previous study, we described studies evaluating GPs’ access to electrocardiograms (ECGs),
echocardiography, ultrasound, upper gastrointestinal endoscopy, sigmoidoscopy and various types of
radiology, including five studies of direct access to magnetic resonance imaging (MRI) or computerised
tomography (CT). We concluded that GPs having direct access to these tests was popular with patients
and that a significant proportion of investigations (varying between studies and types of investigation) were
thought to save an outpatient referral. Although there were differences in the types of patients referred, the
diagnostic yield was similar when comparing tests ordered by GPs and specialists. We found few data to
assess whether or not direct access to investigations led to a net reduction in NHS costs (i.e. whether or not
the increased costs of testing in primary care were offset by reduced costs of attendance at outpatient clinics).
Since our first review was published, GPs have gained more or less universal direct access to ECGs,
echocardiography, ultrasound, upper gastrointestinal endoscopy and, in places, MRI. Sometimes access to
these investigations requires a range of criteria to be met, usually contained in a referral pro forma.
In this scoping review, we identified 25 additional papers (Table 6).56–80 These included direct access to
MRI (three studies),63,64,72 CT (three studies),57,70,74 diagnosis and management of deep-vein thrombosis
(DVT) (four studies),59,60,73,75 retinal photography for diabetic retinopathy (six studies),56,61,62,67–69 ultrasound
(one study)79 and gynaecological ultrasound (two studies),65,78 siascopy for suspicious moles (one study),76
respiratory tests (two studies),66,80 lung cancer diagnostic (one study),58 cardiac arrhythmia monitoring
(one study)71 and computer-aided cardiac auscultation (one study).77
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TABLE 6 Studies of direct access to diagnostic tests and investigations
Article Country Study type Aim/intervention
Andonegui
et al. (2012)56
Spain Observational study To assess the appropriateness of diabetic retinopathy diagnosis
in general practice (four trained GPs; 2750 referrals)
Benamore
et al. (2005)57
UK (England) Retrospective case
review
To assess the effectiveness of primary care access to CT head
examinations (n= 1403) for managing common neurological
conditions in primary care
Bjerager et al.
(2006)58
Denmark Observational study To investigate diagnostic delay in primary care for patients with
lung cancer (n= 84)
Buller et al.
(2009)59
The
Netherlands
Prospective
management study
To evaluate the safety and efficiency of a new management
strategy for patients with suspected DVT (n= 1028), which
would reduce unnecessary investigations and treatments
Campbell et al.
(2008)60
Canada Observational study To help family physicians (n= 80) assess the risk of DVT, and
potentially decrease the use of D-dimer tests in hospital
Castro et al.
(2007)61
Spain Retrospective case
review
To assess the agreement of digital fundus images between
primary care physician and specialist for patients with
retinopathy (n= 776 digital fundus images of 194 patients)
Cuadros et al.
(2009)62
USA Observational study To describe a telemedicine system for diabetic retinopathy
screening (EyePACS)
DAMASK Trial
Team (2008)64
UK Pragmatic
randomised trial
To evaluate a new referral pathway for patients with continuing
knee problems (n= 533 in 11 sites)
DAMASK Trial
Team (2008)63
UK Cost-effectiveness
within pragmatic
randomised trial
To evaluate a new referral pathway for patients with continuing
knee problems (n= 533 in 11 sites)
Jawad and
Robinson
(2009)65
UK (England) Retrospective
observational study
To assess the feasibility of a gynaecological ultrasound service in
the community (n= 327 women)
Lucas et al.
(2007)66
The
Netherlands
Observational study To assess a model of care in which GPs refer patients (n= 80)
suspected for obstructive pulmonary disease to an asthma/COPD
service in which lung function assistants perform spirometry and
collect patient data
Massin et al.
(2008)67
France Observational study To report on a regional telemedical ophthalmology network in
which fundus photographs of diabetic patients (n= 13,777) are
taken by technicians in 16 screening centres, and then sent to a
reference centre where ophthalmologists grade them
Newman et al.
(2012)68
USA Before-and-after
study
To assess the impact on screening rates of digital retinal imaging
for retinopathy screening in family residency programme
(n= 1106 patients)
Olayiwola
et al. (2011)69
USA Observational study To assess the impact on screening rates of telemedicine diabetic
retinopathy screening for at-risk patients (n= 568)
Pallan et al.
(2005)79
UK (England) Observational study To measure the impact of an independent radiographer-led
community diagnostic ultrasound service (n= 373 patients)
Simpson et al.
(2010)70
UK (Scotland) Retrospective case
review
To assess the outcomes of direct-access CT for patients with
chronic headaches (n= 4404)
Skipsey et al.
(2012)71
UK (Scotland) Prospective audit To assess the outcomes of direct-access cardiac arrhythmia
monitoring for GPs (n= 289 referrals)
Starren et al.
(2012)80
UK (England) Audit To review the service provided by the Community Respiratory
Assessment Unit to primary care health professionals (n= 1156
referrals)
Taylor et al.
(2012)72
UK (England) Retrospective case
review
To compare a primary care imaging pathway for neurology
outpatients (n= 100) with traditional outpatient referral
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Imaging studies
Studies of MRI related to patients with knee pain (two studies)63,64 and headache (one study).72
The DAMASK (Direct Access to Magnetic Resonance Imaging: Assessment for Suspect Knees) trial team63,64
reported a RCT in which patients with knee problems were randomised to early MRI and a provisional
orthopaedic appointment, compared with referral to an orthopaedic specialist without prior MRI. The ‘early
MRI’ group showed small but clinically insignificant (as defined by the authors) improvements in quality of
life at 24 months and there was no significant difference in the number of patients eventually referred to
an orthopaedic surgeon (82% intervention and 86% control). The ‘early MRI’ group were more likely
to have had knee surgery during the 2-year follow-up period. Early MRI was associated with increased
overall NHS costs, but the authors concluded that the small improvement in quality of life represented a
worthwhile investment [£5840 per quality-adjusted life-year (QALY)].
One concern about giving GPs direct access to MRI and CT is that large numbers of patients might get
investigations without really needing them, resulting in a very low rate of positive findings. In an
observational study, Taylor et al.72 evaluated MRI scanning in patients with headache, using a locally
agreed care pathway for determining eligibility for direct-access MRI scans. Significant abnormalities
were found in 7 out of 100 cases but there was no evaluation of the impact of the service on outpatient
attendance. Benamore et al.57 found a significant pick-up rate when GPs had direct access to CT for
patients with headache who had defined clinical features. In contrast, GPs in Tayside were given open
access to CT for patients with chronic headache and had a very low pick-up rate of abnormalities (1.4%).
Nevertheless, these GPs reported that the CT scan had avoided a referral in 86% of cases.74 Simpson
et al.70 reported similar results for open access to CT for patients with chronic headache: a low pick-up
rate of significant abnormalities but a high rate of potentially avoided referrals. It is difficult to draw firm
conclusions about the value of negative investigations from these studies, whether in terms of helping the
GPs’ management, reassuring patients or avoiding referrals.
TABLE 6 Studies of direct access to diagnostic tests and investigations (continued )
Article Country Study type Aim/intervention
Ten Cate-Hoek
et al. (2009)73
The
Netherlands
Cost-effectiveness
analysis
To assess a diagnostic strategy for DVT which employed a
clinical decision rule and a point-of-care D-dimer assay,
compared with hospital-based strategies (n= 1002 patients)
Thomas et al.
(2010)74
UK (Scotland) Prospective
observational study
To evaluate whether or not primary care access to brain CT
referral for chronic headache reduced referral to secondary care
(n= 232 referrals)
van der Velde
et al. (2011)75
The
Netherlands
Observational study To compare the diagnostic performance of two clinical decision
rules to rule out DVT in primary care patients (n= 1002)
Walter et al.
(2012)76
UK (England) RCT To assess the impact of adding a computerised diagnostic tool
to current best practice and whether or not it resulted in more
appropriate referrals for patients (n= 1297) with pigmented skin
lesions
Watrous et al.
(2008)77
USA Observational study To evaluate the impact of computer-assisted auscultation on
physicians’ (n= 7) accuracy of murmur detection as well as their
decisions to refer asymptomatic patients with heart murmurs
(n= 100 pre-recorded heart sounds)
Williams et al.
(2007)78
UK (England) Audit To assess the effectiveness of a new referral system for women
(n= 277) with post-menopausal bleeding
DAMASK, Direct Access to Magnetic Resonance Imaging: Assessment for Suspect Knees; DVT, deep-vein thrombosis.
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Williams et al. developed a protocol in which women with post-menopausal bleeding were referred to a
gynaecologist only if their transvaginal ultrasound was abnormal.78 The study did not consider the absolute
impact of the intervention, but rather a change in the radiological criterion for normality (from 3mm to
4mm endometrium requiring specialist referral). The introduction of the protocol was associated with a
15.7% increase in referrals for ultrasound, and the change in protocol resulted in 27 fewer women (10%)
requiring referral to a gynaecologist without any missed cancers. In a separate study, Jawad and Robinson65
showed that nearly half of women referred for pelvic ultrasound were managed entirely in the community
through a community gynaecological ultrasound service, although this ultrasound service also included the
removal of intrauterine contraceptive devices with ‘lost strings’ and difficult intrauterine contraceptive
device fittings.
Neither of these ultrasound studies shows what proportion of women with these problems would have
been referred to specialists in the absence of tests; indeed, they underline the absence of this type of
evaluation in the literature. However, the study by Williams et al. shows that when a protocol is developed
for the use of a test and onward referral, the details of the protocol may have a significant impact on
the effectiveness (and probably cost-effectiveness) of the pathway.78 It is also important to realise that
investigations are not without unintended consequences. Not only are false positives common, especially for
investigations such as spinal MRI, but false negatives are common, too; for example, Bjerager et al.58 found
that a normal chest radiograph was a common reason for delay in referring patients with lung cancer.
Other studies of access to tests and investigations
Four papers (two studies)59,60,73,75 examined the use of D-dimer as a blood test to avoid urgent referral to
hospital to exclude a diagnosis of DVT, a condition which used to be managed by inpatient admission but
now is increasingly managed as outpatient, and hence is included in this review. In the Netherlands, Buller
et al.59 found that 49% of patients with suspected DVT could be managed without hospital referral, with
only 1.4% of those not referred developing a DVT over the following 3 months. However, seven DVTs
were missed, although none was fatal. A cost-effectiveness analysis showed that the protocol had a 66%
chance of being cost-effective at a threshold of €40,000 per QALY (£33,000 per QALY, slightly more than
the NICE threshold of £30,000 per QALY).73 In a parallel analysis of the same study, van der Velde et al.75
showed that two decision rules on the D-dimer protocol resulted in a similar number of referrals being
avoided (45% and 49%) – a result which, although not different in this study, shows the potential for
different referral protocols to influence the performance of a test. Indeed, in a study of a similar D-dimer
protocol in Canada60 there was a considerable increase in D-dimer tests in primary care without any
reduction in the number of patients referred for onward investigation.
Studies of non-mydriatic retinal photography (combined with telemedicine in one study) suggest that it can be
used to screen for diabetic eye disease in general practice settings.56,61,62,67–69 However, these studies are now
of relatively limited relevance to the UK, as such screening is now largely contracted to high-street opticians.
Other studies show that GPs can refer appropriately when given direct access to cardiac arrhythmia
monitoring71 and respiratory tests,80 with the latter study showing that a substantial number of incorrect
provisional diagnoses could be rectified with access to tests. Likewise, computer-assisted auscultation of
heart murmurs appeared helpful to GPs in deciding when to refer patients with heart murmurs.77 However,
none of these studies examined what would have happened to these patients without the availability of
the tests, or was able to document either improvement in management or the effect on cost (i.e. increased
cost of testing vs. potential reduction in cost of referral). Indeed, novel tests are not always beneficial;
Walter et al.76 showed that a siascopic approach to assessing pigmented lesions performed no better than
a validated clinical checklist, although the latter was an improvement on what, for many GPs, was
routine practice.
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A model to assess cost-effectiveness of direct access to tests and investigations
Direct access to tests has the following potential benefits:
l increased convenience for patients, especially when the investigation is located in the community
l increased speed of diagnosis/pathway to correct management, avoiding waits for outpatient clinics,
especially where the same test is likely to be ordered by the specialist
l increased diagnostic accuracy in primary care where patients would not otherwise have been referred
l avoidance of unnecessary outpatient referral (with the potential harms associated with
unnecessary investigation).
It also has the following potential disbenefits:
l overall increase in cost (owing to additional testing)
l additional referrals (from false-positive testing)
l false reassurance (from false-negative testing).
The studies reviewed in this and our previous review show that virtually no studies examined all of these
potential costs and benefits. They also demonstrated that crude questions (e.g. ‘Is MRI cost-effective?’) are
too simplistic, as these tests are often not made available on their own, but are more often combined with
a locally agreed protocol with referral criteria for the test.
Where the purpose of a test is simply to expedite one that would be ordered by the specialist, the efficiency
of the GP arranging the test in advance is clear, and a proportion (maybe a substantial proportion) of
referrals may be avoided. However, the availability of testing in primary care will almost certainly increase
the overall number of tests carried out and the net benefit to the NHS in many cases remains unclear.
Conclusion
An overarching issue is the policy context that NHS services should be provided ‘closer to home’ in order to
increase convenience for patients. In this case, at least, the results are clear: patients in many studies
valued being able to have tests ordered directly by their GP, especially when tests could be conveniently
arranged and/or made locally available. However, the costs of providing services in the community
compared with in hospital are not commonly reported. Pallan et al.79 found that an ultrasound service was
39% more expensive per test when provided in the community. Although this difference was not
statistically significant, it serves as a reminder that, especially for complex tests such as MRI and CT, the
increased convenience to patients may need to be balanced against the greater efficiency of tests being
carried out in a centralised location.
Direct access to services
In some areas GPs can refer patients directly to particular services rather than referring to a consultant who
would then refer the patient on to the service.
Key summary points:
l In some cases (e.g. direct access to audiology for hearing aids) the benefits of bypassing an unnecessary
specialist referral are clear-cut.
l Direct access to some services (e.g. physical therapies for musculoskeletal problems) produces a substantial
increase in demand. Although popular with patients, their cost-effectiveness as an alternative to referral (or
non-referral) is less clear.
l Rational use of services can be addressed by locally agreed pathways which need to be followed in order
for services to be accessed.
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In our previous review, we concluded that GPs generally refer appropriately to direct-access services, but
that there was inconsistent evidence on the impact on the overall demand for services, with savings in
hospital costs sometimes offset by an overall increase in demand.
An additional seven studies81–87 were identified in our updated scoping search (Table 7).
For some services, there appears to be a clear-cut benefit in streamlining a manifestly inefficient referral
pathway. For example, patients for whom a hearing aid is needed can be referred directly to an audiology
clinic without first being seen by an ear, nose and throat (ENT) surgeon.82 The audiologist is able to pick up
those patients requiring assessment by a specialist (in this case, 16%) and it is unlikely that many patients are
prescribed hearing aids unnecessarily, making this a highly cost-effective alternative to consultant referral.
Referrals to a service may increase when direct access is provided, and then there is a question of whether
or not this addresses an unmet need. For example, the provision of a direct-access low-vision aid service in
Wales increased the number of low-vision aid assessments by 51% and identified what the authors
described as a ‘considerable unmet burden of need’.85 There were major reductions in waiting times,
significant reductions in visual disability in patients referred and very high patient satisfaction.
Musculoskeletal services are more complex. Many areas have introduced referral pathways to reduce
referrals to orthopaedic clinics. These pathways may include direct access to physiotherapy (face to face or
by telephone), osteopathy, chiropractic and acupuncture. The difficulty in evaluating these services is that
referrals are often for conditions which are themselves self-limiting. For example, RCTs88,89 suggest that the
effect of manual therapies for back pain is generally small and shortens the duration of disability rather
than curing patients who would otherwise have remained disabled (although one RCT in this review
suggested a long-lasting effect of direct access to acupuncture for low-back pain86). In other reports,
which indicate high patient satisfaction and improvements in symptoms following direct access to new
TABLE 7 Studies of direct access to services
Article Country Study type Aim/intervention
Bernstein
(2011)81
UK (England) Audit To assess the outcomes of a ‘see and treat’ interface for
musculoskeletal referrals (audit of > 30,000 referrals each year)
Eley and
Fitzgerald
(2010)82
UK (England) Audit To assess the impact on referrals of a direct referral audiology clinic
for patients aged over 60 years old with hearing loss (n= 353)
Gurden et al.
(2012)83
UK (England) Observational
study
To describe and evaluate a community-based musculoskeletal
service, in terms of patient-reported outcomes and satisfaction for
patients (n= 696) consulting for back or neck pain
Julian et al.
(2007)87
UK (England) Prospective
observational
study
To compare outcomes of integrated care pathway (led by the GP)
with a one-stop consultant-led menstrual clinic (n= 99) for women
with menstrual disorders, compared with traditional referral
(n= 94)
Maddison et al.
(2004)84
UK (Wales) Before-and-after
study
To assess new strategies for musculoskeletal problems, including a
common pathway for all referrals, a central clinical triage of
patients to the appropriate clinical service, a new back-pain
pathway led by extended scope physiotherapists and three
community-based multidisciplinary clinics run by specially trained
GPwSIs and extended scope physiotherapists
Ryan et al.
(2010)85
UK (Wales) Before-and-after
study
To evaluate the provision of low-vision service in community
through accredited low-vision practitioners (n= over 14,000
appointments)
Thomas et al.
(2005)86
UK (England) RCT To assess outcomes of referrals to an acupuncture service (n= 159)
for patients with persistent non-specific low-back pain (n= 241) in
three non-NHS acupuncture clinics, with referrals from 39 GPs
working in 16 practices
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services (e.g. Bernstein81 and Gurden et al.83), it is hard to attribute improvements in patients’ symptoms to
the new service in the absence of any comparison group.
The issue the NHS faces with musculoskeletal problems is a huge burden of morbidity and a limited
specialist resource. Where the patient requires physiotherapy and the only route to this is to see an
orthopaedic surgeon (which is no longer commonly the case), is it clearly more efficient to provide direct
access to physiotherapy for those patients. However, the provision of direct access also increases demand;
for example, a study described in our earlier review showed that when direct access to a musculoskeletal
service was introduced in Wales, referrals more than doubled.84
We found other studies recommending direct access to services but with little comparative evaluation. For
example, Julian et al.87 found that women with menstrual problems could be effectively managed by GPs
using a protocol which allowed access to investigations and direct listing for surgery, with no significant
differences in patient outcomes compared with a consultant-led menstrual clinic. Studies of direct access to
services generally show high patient satisfaction and a decrease in waiting times. However, almost all of
these services were introduced at a time of major increases in NHS funding and top-down initiatives to
reduce outpatient waiting times between 2000 and 2010. The additional services were often funded in
addition to existing outpatient services, with this increase in supply generating its own additional demand.
It therefore remains very hard to comment in general on the cost-effectiveness of direct access to services.
Perhaps the most promising change during this period, but one which was addressed only tangentially in
the studies we found, was the increasing tendency for locally agreed pathways between GPs and
specialists to be used as the basis for access to services (e.g. criteria which need to be met in order for a
patient with back pain to be referred directly for MRI). We note also that during this period (though maybe
less widespread), specialists have been introducing similar types of criteria for outpatient referrals also.
These are often articulated in electronic referral forms which require certain criteria to be met (or tests
carried out) before the referral is accepted. We discuss these further in Professional behaviour change,
Guidelines, including referral pro formas.
Conclusion
In some cases (e.g. direct access to audiology for hearing aids) the benefits of bypassing an unnecessary
specialist referral are clear-cut. However, in other cases – musculoskeletal services being a common
example – the benefits are less certain. Direct access to physical therapies for musculoskeletal problems
produces a substantial increase in demand for such services and, although they are very popular with
patients, their cost-effectiveness as an alternative to referral (or non-referral) is less clear. The rational use
of services, including investigations, treatment services such as physiotherapy, and specialist referral, can be
addressed by locally agreed pathways which need to be followed for services to be accessed.
Relocation
Shifted outpatient clinics
Shifted outpatient clinics involve hospital specialists providing care in community settings.
Key summary points:
l Community clinics are popular with patients but may be more expensive than hospital outpatient clinics.
l Current policies to move consultant clinics into the community can be justified only if (a) high value is given
to patient convenience or (b) community clinics can run at a scale to enable the efficiencies of patient
throughput in a hospital clinic to be realised.
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Shifted outpatient clinics involve hospital specialists visiting premises outside the hospital site to provide
care. Instead of travelling to hospital clinics, patients visit specialists in these community settings. In our
previous review we found that these clinics were popular with patients. However, specialists generally see
fewer patients in a community clinic (partly because they are less likely to be working alongside junior
staff) and a significant proportion of patients seen in community-based clinics needed to be seen again in
the hospital, and community clinics may, therefore, be more expensive than hospital outpatient clinics.
A benefit expected of some clinics was that interaction between specialists and GPs would help to
educate GPs, but this did not generally occur. A Cochrane review included in the previous review drew
similar conclusions.90
The four additional studies identified in this review did not, in general, add to these conclusions (Table 8).39,42,91,92
In most cases, the community-based specialist service was provided as an addition rather than an
alternative to outpatient clinics: patient satisfaction was high and waiting times were reduced. However,
it was not possible to determine whether or not reductions in waiting time were simply as a result of
increased specialist capacity, or what effect a new locally based service had on demand. A study
by Nocon et al.39 showed that when a community-based diabetes service was introduced (some run by
specialists, some run by specialist nurses and some run by GPs), referrals to hospital outpatients reduced,
though overall the number of referrals rose.
Issues which are clear in relation to community-based specialist clinics are:
l They are popular with patients and often associated with reduced travelling time.
l They may reduce waiting times when they are part of an expansion of specialist capacity.
l The ready availability of specialist opinion in local clinics may increase referrals, with uncertain benefits
to patients.
Key issues which remain unanswered in relation to community-based consultant clinics include:
l Whether or not community-based clinics can ever be cost-effective from the perspective of the NHS,
bearing in mind the smaller number of patients generally seen in community clinics. The reduced
number of patients seen in community clinics results in part because specialists are often accompanied
(or even outnumbered) by junior staff in hospitals, enabling the consultant to supervise the
management of a larger number of patients.
l How community clinics can be used to improve interaction with GPs, potentially leading to the
upskilling of GPs and fewer referrals in future. There is little evidence that this potential benefit of
moving consultants into the community has been realised to date.
TABLE 8 Studies of shifted outpatient clinics
Article Country Study type Aim/intervention
Frost et al.
(2012)91
Canada Discussion paper To discuss shifted outpatient models of care which aim to enhance
collaboration between family physicians and specialists in Ontario
Nocon et al.
(2004)39
UK (England) Observational
study
To evaluate models of diabetes care in 19 clinics with a range of
organisational models including clinics run by GPs in their own
practice, clinics run by a community diabetologist and clinics run by
specialist nurses
Sibbald et al.
(2008)42
UK (England) Observational
study
To evaluate the impact on patients and local health economies of
shifting specialist care from hospitals to the community in 30
demonstration sites through interviews of a range of stakeholders
and economic case studies
Wiedemer
et al. (2007)92
USA Prospective
observational
study
To evaluate the impact of a structured opioid renewal programme
for chronic pain run by a nurse practitioner and clinical pharmacist in
a primary care setting (n= 335 patients)
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In our view, current policies to move consultant clinics into the community can be justified only if (a) high
value is given to patient convenience in relation to NHS costs or (b) community clinics can run at a scale to
enable the efficiencies of patient throughput in a hospital clinic to be realised.
Alternative models may, however, be used to bring specialist expertise into primary care. For example,
Wiedemer et al.92 described a nurse practitioner and a pharmacist who ran a clinic for patients with
chronic pain on opiates. There was no evaluation of the impact of the scheme on specialist referral outside
the practice, but management by primary care physicians improved over time (e.g. greater use of
treatment agreements). We describe in the other sections models in which non-medical specialists may
contribute expertise to primary care. Sibbald et al.42 also looked at a range of relocation services, where
the venue of specialist care shifted from hospital to the community and, in some cases, the consultants
provided community-based outpatient clinics with GPs or other practitioners with a special interest.
However, in their evaluation of these services, the impact on interaction between consultants and GPs or
upskilling in community was still not clear. The impacts on waiting time and satisfaction were in line with
other studies.
Conclusion
Specialists generally see fewer patients in community clinics (partly because they are less likely to be
working alongside junior staff), and a significant proportion of patients seen in community-based clinics
needed to be seen again in the hospital. Community clinics may, therefore, be more expensive than
hospital outpatient clinics. Current policies to move consultant clinics into the community can be justified
only if (a) high value is given to patient convenience in relation to NHS costs or (b) community clinics can
run at a scale to enable the efficiencies of patient throughput in a hospital clinic to be realised.
Specialist attachment to primary care teams
A specialist physician is attached to a primary care team and works with that team to provide services in their
particular field.
Key summary points:
l Specialist attachment to primary care teams have a stronger educational focus than shifted
outpatient clinics.
l Few formal evaluations of this type of attachment have been reported: they appear costly and often have
depended on the enthusiasm of individual specialists to undertake this type of work.
l New types of appointment in future (e.g. community-based geriatricians) will need to be evaluated against
traditional approaches to specialist employment.
Although bearing some similarities to shifted outpatient clinics, this group of studies involves active participation
of both specialist and generalist in the clinic, and hence includes elements (particularly educational elements)
which are absent from the shifted outpatient model. In our previous review, we included practice-based
physiotherapy in the category (and concluded that primary care-based physiotherapy services were more
cost-effective than hospital-based physiotherapy). We have not included physiotherapy as a ‘specialist resource’
in this review as physiotherapy has, since our first review, become an established part of the primary care
environment. In our previous review, we also included CMHTs in this section. Because of the diversity of mental
health team models, we now consider these separately (see the following section).
An additional two studies93,94 were identified in our updated scoping search (Table 9).
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Levy et al.93 describe a clinic in which a GPwSI ran an allergy clinic with a specialist allergy nurse. Ninety-one
per cent of patients could be managed without onward referral and, even taking into account the referring
GPs’ own estimates that one-third of patients referred to the community clinic would not have been
referred to a hospital clinic, the authors still estimated a significant cost saving compared with referral to
a consultant clinic in the hospital.
Moffatt et al.94 describe a different model in which an endocrinologist visits practices on a regular basis,
carrying out joint consultations with selected patients and their GP, and discussing cases with the GPs after the
clinic session. Moffatt describes substantial educational benefits for the GPs, including self-reported reductions
in referrals. Although no formal economic evaluations have been reported, these approaches appear costly
and in general have depended on the enthusiasm of individual specialists to undertake this type of work.
Their potential benefits in terms of longer-term improvements in quality of primary care and reduction in
specialist referrals have not, to our knowledge, been evaluated. We describe other models of specialist liaison
later under CMHTs, academic detailing and professional education. The potential for this type of arrangement
to develop in future is uncertain, but there is interest in developing more formal arrangements, for example
through the appointment of community geriatricians. It will be important to evaluate such arrangements in
future in comparison with the appointment, for example, of hospital-based specialists.
Community mental health teams
Multidisciplinary specialist mental health teams are now commonly located in community settings.
Key summary points:
l Collaborative models of mental health care are effective across a wide spectrum of disorders.
l CMHTs are likely to be most effective when there are regular opportunities for face-to-face contact
between mental health and primary care teams and the practice team.
l There is little evidence on the cost-effectiveness of different models of care and, especially given the
diversity of local arrangements, little to guide local commissioners on the optimum configuration
of services.
In our previous review we commented on a 1998 Cochrane review comparing CMHTs with standard
hospital-based care for patients with severe mental illness. This review found that CMHTs had reduced
mortality rates, especially for suicide, fewer patients dropped out, there were reduced hospitalisations and
CMHTs appeared to lead to reduce health service costs.95 A broader review suggested that, compared with
hospital-based clinics, CMHTs led to increased user satisfaction and improved adherence to treatment.96
TABLE 9 Studies of specialist attachment to primary care teams
Article Country Study type Aim/intervention
Levy et al.
(2009)93
UK (England) Observational
study
To evaluate a primary care based allergy service (n= 151 patients
referred to the clinic), run by a specialist allergy nurse and a GPwSI in
respiratory disease and allergy
Moffatt et al.
(2012)94
Australia Observational
study
To assess the outcomes of the education of GPs (n= 15) by an
endocrinologist conducting patient consultations jointly with the GP
at the GP’s rooms
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The NHS landscape has changed considerably since those reviews, with a multiplicity of models of mental
health teams working in the community, mostly multidisciplinary, sometimes clearly specialist in orientation
(e.g. for early-episode psychosis) and sometimes including more generic staff, including a category known
as ‘primary care mental health worker’. These models operate in different ways in different localities and it
is, therefore, difficult to describe and evaluate such services. The difficulty is compounded by the fact that,
in many areas, an outpatient ‘referral’ has been replaced by referral to the local CMHT, when the patient
may be seen by a range of possible professionals depending on the presenting problem. Bower and
Gilbody97 described different models of specialist–primary care interaction and concluded that:
l Training of primary care staff was ineffective in improving outcomes unless intensive.
l Consultation-liaison could affect the behaviour of primary care clinicians but was difficult to generalise
(note that consultation-liaison in this review refers to mental health specialists entering into an ongoing
educational relationship with primary care clinicians. It differs from the use of the term in secondary
care, which refers to psychiatrists working at the interface with acute general medicine, e.g. in the
management of suicide attempts).
l Collaborative care (which had a number of definitions) led to small to medium-sized improvements in
patient outcomes, patient satisfaction and patient compliance. These models generally involved drug
treatment for patients with more severe disorders.
l Replacement/referral, including to a range of psychological therapies, were generally effective, at least
in the short term.
l There was limited evidence on the cost-effectiveness of the models.
In the current review, we identified 10 papers,97–106 including four systematic reviews,98,99,101,102 which add
to these findings (Table 10).
Christensen et al.99 reviewed 55 controlled trials of treatments for depression. They concluded that a key
predictor of successful treatment was a case manager providing direct feedback to the primary care
physician, delivering psychological therapy and delivering an intervention that incorporated patient
preferences. Nurse-, psychologist- and psychiatrist-delivered care were effective, but pharmacist-delivered
care was not. Morgan et al.105 confirmed that practice nurses could act as effective case managers for
depression, this time in patients with comorbid diabetes or heart disease. However, Kendrick et al.104 found
that specialist mental health nurse support was no better than support from GPs for patients with ‘anxiety,
depression and reactions to life difficulties’ in terms of patient outcomes, although patient satisfaction was
greater in the mental health nurse group than in the GP group. A feature of this trial was that patients
were enrolled with relatively minor symptoms (minimum score of 3 on the General Health Questionnaire;
duration of symptoms at least 4 weeks but less than 6 months). It may be that specialist intervention is
more effective for those with more severe symptoms.
Harkness and Bower102 conducted a systematic review of 42 studies on the evidence for the effectiveness
of programmes in which on-site mental health workers, such as counsellors or psychiatrists, worked
alongside physicians to provide therapy to patients. They found that primary care mental health works
delivering psychological therapy and psychosocial interventions caused a significant reduction in
consultations, prescribing and referrals to specialist care. However, they found that the changes were
modest, not always consistent and did not generalise to the wider practice population. They commented
that the economic significance of their work was unclear, but their results lent no support to the
suggestion at the time that providing mental health care in primary care would lead to a substantial
reduction in the cost of referrals.
A systematic review of 11 economic evaluations of enhanced primary treatment for depression found that
these treatments, although effective, were associated with increased cost.101 The authors estimated the
benefit at between £7 and £13 per depression-free day.
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A systematic review and meta-analysis of five evaluations of consultation-liaison psychiatry found no
evidence of effectiveness of this intervention on antidepressant use or depression outcomes.98 Although
consultation-liaison models do have the potential to reduce referral, as in Younes et al.,106 they are often
dependent on the commitment of an individual psychiatrist, are hard to generalise and have not generally
been subjected to economic analysis.
The siting of mental health workers and teams may be important in promoting collaboration, with
Fickel et al.100 commenting that collaborative care was often suboptimal, with the ‘collaboration’ occurring
a most basic level. Kates et al.103 found that the colocation of mental health workers in Canadian primary
care practice improved collaboration.
TABLE 10 Studies of CMHTs
Article Country Study type Aim/intervention
Bower and
Gilbody (2005)97
Multiple Meta-review
(review of reviews)
To use conceptual models to bridge the gap between research
findings and policy development with regard to the treatment
of common mental health disorders in primary care (service
structure, burden and quality improvement)
Cape et al.
(2010)98
Multiple Systematic review To assess the effectiveness of consultation-liaison services
(mental health professionals advising/supporting primary care in
the management of depression but not delivering care) for
primary care patients with a diagnosis or symptoms of
depression
Christensen
(2008)99
Multiple
(mostly USA
and UK)
Systematic review To determine the effective components of depression care in
primary care. Interventions comprised various types, including
audit and feedback, education, multidisciplinary teams, etc.
Fickel et al.
(2007)100
USA Literature review
and interviews
To assess usual practice and potential barriers within the
relationship between primary care and mental health
Gilbody et al.
(2006)101
Multiple Systematic review To review enhancement strategies aiming to improve the
quality and outcome of care for depression in primary care
settings
Harkness and
Bower (2009)102
Multiple Systematic review To measure the effect of on-site mental health workers
delivering psychological therapy and psychosocial interventions
in primary care practices
Kates et al.
(2011)103
Canada Observational
study
To report on the Family Health Team Mental Health
Programme, a shared care model in which family physicians or
nurses work with part-time specialists to provide treatment in
primary care settings in Ontario
Kendrick et al.
(2005)104
UK (England) RCT To evaluate community mental health nurse care as an
alternative to GP care for patients (n= 247) with a new episode
of anxiety, depression or reaction to life difficulties
Morgan et al.
(2013)105
Australia RCT To evaluate a model of collaborative care with practice nurse
acting as case manager to identify depression, review pathology
results, lifestyle risk factors and patient goals and priorities for
patients (n= 400) with depression
Younes et al.
(2008)106
France Retrospective
observational study
To evaluate a consultation-liaison intervention between
psychiatry and primary care which provided GPs (n= 118)
support for mental health patients (n= 181), without referring
them to specialty care
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We excluded a number of American papers from our review because the health-care system for mental
health care is so different from that of the UK. We noted, however, the conclusion of one systematic
review of US trials of integrated approaches to the management of depression involving primary care
and mental health services.107 They concluded that ‘Although most trials showed positive effects, the
degree of integration was not significantly related to depression outcomes. Integrated care appears to
improve depression management in primary care patients, but questions remain about its specific form
and implementation’.
Conclusion
Collaborative models of mental health care are probably effective across a wide spectrum of disorders.
They are enhanced by an identified case manager who can come from a range of disciplines including
some found within the primary care team. CMHTs are likely to be most effective when there are regular
opportunities for face-to-face contact between members of the mental health team and the practice team.
In some cases this might be achieved by colocation and in others by regular meetings. Services associated
with improved outcomes are likely to cost more but there is little evidence on the cost-effectiveness of
different models of care and, especially given the diversity of local arrangements, little to guide local
commissioners on the optimum configuration of services.
Telemedicine
Telemedicine can be used to provide health care at a distance, replacing or complementing outpatient care. It
may involve video consultations or transmission of electronic images.
Key summary points:
l In countries with very remote rural areas, video consultations will continue to be a viable alternative to
patients or specialists having to travel long distances.
l In England it is unlikely that video consultations will be a cost-effective alternative to outpatient clinics.
l ‘Store-and-forward’ services for images of skin conditions shows promise, though may be of less value in
suspected skin cancer.
l Telemedicine services are often established by local enthusiasts without any formal evaluation, and in
particular without adequate economic evaluation.
There is a large literature on telemedicine, and in our previous review we included five systematic reviews
and 20 studies. We concluded that few studies were designed in a way that allowed the overall impact of
telemedicine interventions on health service use to be assessed. There were many anecdotal reports of
outpatient visits being reduced by teleconsultations, and it seemed clear that a substantial proportion of
teleconsultations do not need to be followed by a visit to the hospital for a face-to-face consultation.
However, the cost-effectiveness of individual telemedicine interventions was highly context specific, and
examples are available in the literature of instances in which telemedicine consultations were both
substantially more expensive and substantially less expensive than conventional outpatient visits.
An additional 32 studies were identified in our updated scoping search,66,108–138 including three literature
reviews108,116,136 (Table 11).
Many of the additional papers we identified had minimal evaluative components, but often showed the
enthusiasm of the authors for a new development they had piloted. We have not reviewed each study in
detail, because in large part they do not add greatly to the conclusions of the previous review and
systematic reviews. However, we draw some conclusions from studies in the following areas.
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TABLE 11 Studies of telemedicine
Article Country Study type Aim/intervention
Backman et al.
(2010)108
UK Literature review To discuss the current status of cardiac care in the
community, and how telecardiology can help to support
GPs in the diagnosis and management of cardiac disease
Borve et al.
(2012)109
Sweden Observational feasibility
study
To compare diagnosis outcomes of MMS consultation
(picture) and face-to-face consultation for patients with skin
lesion or condition (n= 40 patients)
Bowns et al.
(2006)110
UK (England) RCT To assess the feasibility of store-and-forward technology for
dermatology patients (n= 208)
Borooah et al.
(2013)111
UK (Scotland) Before-and-after study To reduce waiting times and inefficiencies in the referral
pathway for ophthalmology patients (n= 17,528) through
an electronic referral unit using digital images for clinical
decision-making
Butler and
Yellowlees
(2012)112
USA Retrospective cost
analysis
To evaluate the costs of store-and-forward, or
asynchronous telepsychiatry in a primary care setting
(125 consultations) for patients with non-urgent psychiatric
problems
Chong and
Moreno
(2012)113
USA RCT To assess the feasibility and acceptability of clinic-based
telepsychiatry (webcam) for low-income Hispanic patients
with major depression (n= 167)
Colven et al.
(2011)114
South Africa Observational study To assess effect of a teledermatology network on
diagnostics by primary care providers (n= 7) for patients in
underserved areas (n= 120)
Crompton et al.
(2010)115
UK (Wales) Observational study To report on an e-mail-based teledermatology service,
providing GPs with rapid access to a hospital-based
consultant dermatologist (n= 40 general practices)
Diamond and
Bloch (2010)116
USA Literature review To review the evidence on telepsychiatry assessment of
children and adolescents
Eikelboom et al.
(2005)117
Australia Observational study To determine the feasibility of teleotology consultations for
children (n= 66) in remote communities
Eminovic et al.
(2009)118
The
Netherlands
Multicentre cluster
randomised trial
To assess the impact of teledermatologic consultations on
referral for patients (n= 631) from 35 practices in two
regions (n= 85 GPs)
Eminovic et al.
(2010)119
The
Netherlands
Economic evaluation
based in multicentre
cluster randomised trial
To assess the impact of teledermatologic consultations on
referral for patients (n= 631) from 35 practices in two
regions (n= 85 GPs)
Ferrer-Roca
et al. (2010)120
Spain Non-RCT To assess the impact of a telemedicine scheme on quality
of life for patients referred (n= 800) to hospital in
dermatology, traumatology, psychiatry, internal medicine,
pain-relief unit, X-ray department, endocrinology and
rheumatology specialties
Hilty et al.
(2006)121
USA Observational study To evaluate the impact of utilisation of telepsychiatric
services by individual primary care providers and clinics in
rural areas in California (n= 400 patients)
Hsiao and Oh
(2008)122
USA Retrospective case
review
To examine the time intervals in which cancer patients
(n= 169), referred conventionally or by store-and-forward
teledermatology, were evaluated, diagnosed and treated
Knol et al.
(2006)123
The
Netherlands
Observational study To assess a store-and-forward dermatology service
(n= 505 teleconsultations)
Lasierra et al.
(2012)124
Spain Observational study To assess the impact of provision of teledermatology service
(n= 120 consultations), based around a web application for
patients accessing dermatology
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TABLE 11 Studies of telemedicine (continued )
Article Country Study type Aim/intervention
Lucas et al.
(2007)66
The
Netherlands
Observational study To assess a model of care where GPs refer patients (n= 80)
suspected for obstructive pulmonary disease to an asthma/
COPD service in which lung function assistants perform
spirometry and collect patient data
Mahendran
et al. (2005)125
UK (England) Observational study To evaluate the impact of store-and-forward
teledermatology, including a pro forma and a photograph,
for patients (n= 163) with skin lesion
MacFarlane
(2006)126
Ireland Observational study To evaluate the feasibility and acceptability of joint
teleconsultations involving specialists, GPs and their patients
Moreno-Ramirez
et al. (2005)127
Spain Observational study To assess the feasibility a teledermatology service for
patients with pigmented lesions (n= 219 consultations)
Moreno-Ramirez
et al. (2007)128
Spain Observational study To evaluate a store-and-forward teledermatology service for
routine triage of patients (n= 2009) with skin cancer in
primary care centres (n= 12)
Moreno-Ramirez
et al. (2009)129
Spain Economic evaluation To evaluate a store-and-forward teledermatology service for
routine triage of patients (n= 2009) with skin cancer in
primary care centres (n= 12)
Morton et al.
(2011)130
UK (Scotland) Observational study To assess the outcomes of a store-and-forward
teledermatology service (n= 188) vs. usual care (n= 289) on
pathways and costs
Myers et al.
(2010)138
USA Observational study To assess the feasibility and acceptability of a telepsychiatry
service (n= 701 patients)
Summerhayes
et al. (2012)131
UK (England) Before-and-after study To evaluate the impact of introducing a telemedicine
system on conventional leg ulcer care in a rural general
practice for patients (n= 54) with a non-healing wound
Tadros et al.
(2009)132
UK (Scotland) Prospective
observational study
To assess the use of a digital image referral service where
GPs send digital images of skin lesions to a plastic surgery
department (n= 300 patients)
Tan et al.
(2010)133
New Zealand Observational study To assess teledermoscopy as a triage tool for a hospital skin
lesion clinic through the use of store-and-forward
teledermatology (n= 491 lesions in 200 patients)
Thind et al.
(2011)134
UK (Scotland) Audit To assess the feasibility of a teledermatology service
(n= 230 patients)
van der Heijden
et al. (2011)135
The
Netherlands
Prospective
observational study
To investigate the effect of teledermatology on the
efficiency, quality and costs of care when integrated in daily
practice and applied following patient (n= 37,207
teleconsultations) selection by a GP (n= 1820)
Wade et al.
(2010)136
Multiple Systematic review To assess the economic value of using real-time video
communication
Weatherburn
et al. (2009)137
UK (England) Audit To present the outcomes of undertaking ECGs (n= 373) in
general practice (n= 8 general practices and n= 2 walk-in
centres)
MMS, Multimedia Messaging Service.
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Telecardiology involved ECGs being transmitted electronically and reported back to the GP by telephone by
a cardiologist or nurse specialist.137 With the increasing sophistication of automated analysis by the ECG
machine itself, it is not clear that this is the ‘revolution’ claimed in the commentary by Backman et al.108
With regard to teledermatology, the majority of evaluations were telemedicine for skin conditions, mainly
of ‘store-and-forward’ services in which the GP sends a digital image of the skin lesion with a clinical
description of the patient and the specialist responds with a diagnosis and management plan. In general,
there is a reasonably high concordance between diagnoses made face to face and ones made from a good
digital image, better concordance in terms of management plan and often sufficiently good concordance
to be able to manage the patient with the potential to reduce referrals.109,114,115,123,124,130,135 Telemedicine
consultations may also reduce the need for outpatient attendance.118,119
The clinical case for sending digital images for suspected skin cancer (teledermoscopy) is less clear, with
two studies reporting that 49% and 70% of patients would require a face-to-face consultation110,127 and
a high proportion of telemedicine diagnoses which were unclear or incorrect when compared with a
face-to-face assessment.125 A study by Tan et al.133 reported discordance in diagnosis of 12.3% between
teledermoscopy and face-to-face assessments for patients referred with possibly malignant skin lesions,
with one malignant lesion missed by using teledermoscopy. Other authors reported safe and effective use
of teledermatology for diagnosis of skin lesions,122,128 with the potential for significant reductions in the
intervals between referral and diagnosis.132 However, this result may not be relevant to the UK, where
there is a maximum 2-week wait for outpatient appointments for suspected cancer.
Ophthalmology referrals were reduced in Scotland in a scheme which enabled optometrists to send a
digital image along with a referring e-mail. Along with a redesign of the system pathway, a reduction of
37% in referrals was claimed, though it was not clear how much of this related to the pathway redesign
and how much to the ability to send digital images.111
In terms of teleotology, transmission of digital images of the eardrum along with audiometry and
tympanometry enabled ENT specialists in Australia to give confident management advice.117 This is perhaps
most relevant to very rural locations, as audiometry and tympanometry are not currently widely available
for children in UK primary care; they are provided in Australian primary care because of the very large
distances that some patients would otherwise need to travel for the tests to be carried out.
For diabetes, Siriwardena et al.139 identified 27 studies aimed at improving care. These mostly involved
some form of behavioural therapy through videoconferencing or telephone calls. The sole outcome they
reported was improvement in haemoglobin alpha 1 (HBA1), which they found improved in 12 studies
(44%). However, the magnitude of change in HBA1 was not reported, and no economic evaluation
was reported.
Telepsychiatry consultations have been widely reported with the aim of reducing travelling times in remote
areas, but also to reduce the stigma associated with attending a psychiatric clinic, which may deter some
patients from attending. Sometimes the primary care practitioner may be present at the consultation, an
approach which is uncommon but may enhance the education value of the medium. Alternatively, the GP
may present the patient at the start and discuss the specialist’s opinion at the end.121 One RCT reported
no differences in overall depression or in the number of days that were lost or unproductive owing to
depression when telepsychiatry was compared with treatment as usual and for follow-up care.113 A review
of telepsychiatry for children and adolescents pointed to the weakness of the evidence base and could
draw only the rather limited conclusion that ‘there are no data that suggest that this process contributes
to negative outcomes’.116
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Live video consultations are reported in other disciplines, too, and are particularly likely to be favoured in
very rural areas.120 These studies appear to have been designed without a specific educational component,
unlike the study reported by Thind et al.,134 in which teleconsultations were established specifically to
support a GPwSI in dermatology working in a remote area of Scotland.
Economic analyses are reported infrequently. A systematic review of economic analyses of real-time video
communication concluded that teleconsultations, where the GP and specialist were both present, were
likely to be more expensive than conventional outpatient clinics and not cost-effective for local delivery
of services.136 Our previous review included the only major UK study of ‘virtual outreach’, in which
telemedicine consultations across a range of disciplines were found to be more expensive than
conventional outpatient visits (£724 and £625 per patient, respectively).140 In an economic analysis of a
study in the Netherlands,118 the authors found that teledermatology became cost-effective when the
patient was more than 75.1 km from a dermatologist, or when more than 37% of outpatient referrals
could be prevented (which was judged to be unlikely). Likewise, van der Heijden found that 68% of
dermatology referrals could be prevented by a telemedicine consultation (in which the GP was normally
present) but costs were reduced by only 18%, and the authors were able to conclude only that the service
could ‘probably’ be provided at lower cost.135
Economic analysis of video consultations cannot be applied to the more common ‘store-and-forward’
approach of sending digital images to a dermatologist, which should, in principle, be cheaper. A number
of authors, including Moreno-Ramirez et al.129 and Butler and Yellowlees,112 have reported that patients
can be managed more cheaply by ‘store-and-forward’ telemedicine than by conventional outpatient
appointments.112,121 However, the cost of establishing telemedicine services is not always included in
published analyses. Furthermore, the logistics of setting up telemedicine services are significant and may
make them difficult to maintain.124 Sometimes the continuation of a service depends on the availability
of enthusiasts.138
One potential benefit of video consultations is the learning opportunity that they offer for the health
professionals involved. However, although some studies report educational benefits (e.g. Hilty et al.121),
these are not always realised, and MacFarlane et al.126 reported disappointing results in terms of GPs
learning from the joint consultations.
The majority of applications conventionally associated with telemedicine require significant investment in
fixed devices (e.g. video cameras). Quinn et al.141 described the use of smartphones by district nurses to
transmit images from the patient’s home. Although more a proof of concept that a formal evaluation,
the authors suggest that smartphones have the potential to reduce clinic visits substantially. Two recent
reviews of mobile phone technology in health care142,143 point to substantial opportunities for using
smartphones in health care, well beyond the scope of this review.
Conclusion
Physical location is likely to be a major determinant of the use of telemedicine as an alternative to
outpatient clinics. In countries with very remote rural areas, video consultations will continue to be a viable
alternative to patients or specialists having to travel very long distances. In England it is unlikely in general
that video consultations will be a cost-effective alternative to outpatient clinics. ‘Store-and-forward’ services
for images of skin conditions, however, show promise, though they may be of less value in cases of
suspected skin cancer. Too often, however, the establishment of these services appears to depend on
local enthusiasts and lacks any economic evaluation.
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Telecare
Telecare is remote care which uses sensing devices to allow older and physically less able people to remain
living in their own homes.
Key summary points:
l Although there are many studies of telecare, they generally focus on avoiding admissions rather than
outpatient attendance. We did not find sufficient evidence to comment specifically on the impact of
telecare on the use of outpatient services.
Telecare, defined as ‘offering remote care, often using sensing devices, of old and physically less able
people, enabling them to remain living in their own homes’, did not form a major part of this review.
As we commented in our previous review, ‘no wider conclusions can be drawn on the impact on
outpatient attendance of telecare interventions, as this outcome was not generally reported’.
This remained the case because virtually all of the studies identified in our literature search focused on
avoidance of hospital admission and did not report on outpatient attendance. For example, a recent major
RCT of telecare in England (the ‘Whole System Demonstrator’) was focused on admission reduction,
although they also reported that there was no difference in outpatient attendances between control and
intervention groups.144
We found that one study by Willems et al.145 compared reorganisation of a hospital service to provide
nurse monitoring of asthma through telecare with conventional outpatient appointments. They concluded
that there was no significant difference in clinical outcome or secondary care usage between groups,
although the type of professional accessed changed and there was no economic evaluation. We found no
studies that specifically aimed to provide telecare as an alternative to outpatient attendance. Overall,
we do not think it is appropriate to report on the impact of telecare interventions as an alternative to
outpatient services, as that is not the target of the interventions, and outcomes relating to outpatients are
commonly not reported.
Liaison
Shared care
Shared care is a model of working in which a hospital specialist and a primary care practitioner agree a joint
management plan that specifies which elements of care for a particular patient are to be delivered by
each clinician.
Key summary points:
l Care can be given in primary care using shared care protocols across a wide range of conditions without
loss of quality.
l Compared with outpatient visits, cost savings to patients can be considerable, but savings to the health
service are less clear-cut. Some studies show net savings by moving care from outpatient clinics to a
shared-care model, but such savings are not universal.
l Shared care may not improve care or reduce duplication where there is lack of agreement as to who will be
doing what.
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In our earlier review, we concluded that shared-care arrangements generally produced similar outcomes to
conventional outpatient care but that evidence on cost-effectiveness was mixed, with some evaluations
showing cost savings and others finding increased costs. We commented that successful operation of
shared-care schemes depended on good communication between specialists and generalists.
Among the eight additional studies identified in this review (Table 12),98,146–152 we found one Cochrane
review152 on the effectiveness of shared care in chronic disease management which identified 20 studies,
including 19 RCTs. In this review Smith et al. identify five models of shared care:
l Basic model: a specific, regular communication system is set up between specialty and primary care.
This may be enhanced by an administrator who organises appointments and follows up and recalls
defaulters from care.
l Community clinics: specialists attend or run a clinic in a primary care setting with primary care
personnel. Communication is informal and depends on the specialists and primary care team members
meeting on site.
l Liaison: a liaison meeting attended by specialists and the primary care team in which the ongoing
management of patients within the service is discussed and planned.
l Shared care record card: a more formal arrangement for information sharing where an agreed data set
is entered onto a record card which is usually carried by the patient.
l Computer-assisted shared care and electronic mail: a data set is agreed on and collected in both the
specialty and primary care setting and is circulated between the two sectors using computer systems
such as a central repository or e-mail. This system may also include centrally co-ordinated computerised
registration and recall of patients.
TABLE 12 Studies of shared care
Article Country Study type Aim/intervention
Cape et al.
(2010)98
Multiple Systematic
review
To assess the effectiveness of consultation-liaison services (mental
health professionals advising/supporting primary care but not
delivering care) for primary care patients with a diagnosis or
symptoms of depression
Crowe et al.
(2010)146
UK (England) Observational
study
To explore the challenges facing GPs’ adherence to shared-care
arrangements for specialist drugs
Davies et al.
(2007)147
UK (England) RCT/economic
evaluation
To assess the cost-effectiveness and acceptability of treating
patients with rheumatoid arthritis (n= 460) in shared care.
Management of patients in primary care with annual hospital
review, instead of management in hospital specialist clinic
DeMiglio and
Williams (2012)148
Canada Observational
study
To explore the views and experiences of community-based
palliative care team members and key informants regarding the
barriers involved using a shared-care model to provide care in the
community
Fleury et al.
(2012)149
Canada Observational
study
To assess the state of collaboration among GPs (n= 60),
psychiatrists and psychosocial mental health-care professionals
and to develop a new model of collaboration
Jha et al. (2007)150 UK (England) Observational
study
To assess the outcomes of an integrated care pathway for women
(n= 65) with continence problems
McCrone et al.
(2004)151
UK (England) Observational
study
To assess service use and costs depending on level of shared care
for patients (n= 349) with severe mental illness in general
practices (n= 50)
Smith et al.
(2009)152
Multiple Systematic
review
To evaluate the effectiveness of shared-care interventions
designed to improve the management of chronic diseases
(including asthma and COPD, cancer, congestive cardiac failure,
depression, diabetes mellitus, hypertension, opiate misuse and
chronic mental illness) across the primary–specialty care interface
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Smith et al.’s review152 specifically excludes structured disease management programmes and specialist
outreach clinics, which we also cover elsewhere. The comparator of ‘usual care’ was most frequently
management delivered in primary care but in four studies the comparator was a secondary care clinic and
we focus on these four studies in this review. They show no significant differences between shared care
and outpatient care for clinical or psychosocial outcomes apart from recording risk factors which was
better in the shared care model in two of the studies. For treatment satisfaction there were no differences,
apart from one study of asthma care in which patients preferred hospital follow-up. Generally, the results
support Smith et al.’s overall conclusion from their review, which is that there were few identifiable
differences between shared care and usual care. They interpret this as ‘no case for shared care’, but, in the
context of the present review, ‘no difference’ between hospital follow-up and shared care with primary
care is a positive result which shows the potential of the model. Costs are, therefore, key to interpretation
of the findings; here, three out of the four studies in which outpatient care was the comparator show cost
savings for the health service and one showed an increase in health service costs. In the three studies in
which they were measured, cost savings for patients were substantial in the shared-care arms of the trials.
The majority of additional studies identified in this review provide a generally low level of evaluation,
but in the main support the use of shared care in the management of long-term conditions. Only two of
these present significant information on costs. The first of these presents the results of the economic
evaluation of a RCT of intensive hospital outpatient management of patients with rheumatoid arthritis.147
The mean cost per patient was slightly higher in the shared-care group, but a small gain in quality of life in
that group means that the shared care intervention was likely to be cost-effective (at £2000 per QALY). In
an earlier economic evaluation of the follow-up of people with serious mental illness,151 the costs of the
shared-care model were critically dependent on the ‘amount’ of shared care offered, with complex
patients receiving ‘medium’ or ‘high’ levels of shared care being significantly more expensive than those
receiving ‘low’ levels of shared care.
We included consultation-liaison models in this review also, where there are typically joint consultations
with specialist, patient and GP. All five studies identified were in mental health care, including the
systematic review by Cape et al.98 which we have already described in Community mental health teams
and which found no evidence of effectiveness of the intervention on antidepressant use or depression
outcomes. Given the significantly increased costs of this model, it does not present a cost-effective form of
shared care, quite apart from the logistic difficulties of sustaining the model that we have commented
on before.
Three qualitative studies looked at the problems which health-care teams experienced in developing
shared-care models. The first related to a model of shared care in which a consultant wishes the GP to
prescribe a specialist drug with which the GP may not be familiar. This type of shared-care model usually
involves a protocol, for example detailing blood checks which need to be carried out. In this study,
Crowe et al.146 found that the GPs reported uncertainty and confusion surrounded the sharing of test
results between primary and secondary care, which resulted in test duplication and omission. The GPs
complained particularly about the lack of compliance of other staff in their practices and hospital
colleagues with these arrangements (hospital specialists were not interviewed as part of the study). In a
study in a very different setting, DeMiglio and Williams148 explored the problems in setting up shared-care
arrangements for palliative care teams in Canada. Here, they found that working arrangements were
inhibited by rules and regulations in the various organisations and by inflexibility in funding arrangements.
In another Canadian study, numerous factors were found to inhibit shared care, including lack of
resources, lack of time and incentives for collaboration and inappropriate GP payment models.149
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Conclusion
The results of studies of shared care suggest that care can be given in primary care using shared care
protocols across a wide range of conditions without loss of quality. Cost savings and convenience to
patients can be considerable, but savings to the health service are less clear-cut. There are studies which
show net savings by moving from outpatient clinics to a shared-care model, but such savings are not
universal and may depend on the nature of the shared-care arrangement. Shared care may not improve
care or reduce duplication where it lacks clear agreement and assent between the parties as to who will be
doing what, or lacks full support from the relevant organisations involved.
Professional behaviour change
The section on professional behaviour change is the one which has undergone greatest expansion since
our previous review, in which the same section took up only three pages of the final report. This was in
part because the field had been covered by a recent Cochrane review. We concluded that ‘referral
guidelines, supplemented by structured referral sheets or local educational interventions from secondary
care specialists, are the only interventions shown to reduce referral rates without compromising the quality
of care. Financial incentives also change referral rates but their impact on the appropriateness of referral
is unknown; unselected reductions in both necessary and unnecessary referrals may occur. Newer
innovations, such as obtaining an “in-house” second opinion prior to referral, appear promising but
require further investigation’.
This recent Cochrane review153 has been updated by the same authors,154 though with conclusions that
remained substantially unaltered. They concluded: ‘Active local educational interventions involving
secondary care specialists and structured referral sheets are the only interventions shown to impact on
referral rates based on current evidence. The effects of “in-house” second opinion and other intermediate
primary care based alternatives to outpatient referral appear promising’.
In this review we have expanded this section and dealt separately with eight different approaches to
professional behaviour change. This is in part because of increased interest and number of publications in
the area, and partly because of a number of innovative changes in practice that have taken place since our
previous review was published. These include the widespread use of electronic referral pro formas, the
establishment of RMCs, the incentivisation of in-house review of referrals and the ability to seek advice
from specialists by e-mail.
Guidelines, including referral pro formas
Clinical guidelines for GPs are written with the aim of helping GPs with diagnosis and treatment decisions.
These may include guidance on the conditions for which it is appropriate to refer patients to secondary care.
Key summary points:
l Guidelines, audit and feedback, and professional education programmes are all relatively ineffective on
their own but may be combined, or linked with other interventions.
l Guidelines are increasingly incorporated into referral pro formas which have to be completed as part of the
referral process.
l Guidelines may increase or reduce numbers of referrals: interventions aimed at changing professional
behaviour should be aimed at increasing the appropriateness of referrals rather than as a crude form of
demand management.
In this review we included two additional systematic reviews154,155 and 18 additional studies,75,156–172 shown
in Table 13.
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TABLE 13 Studies of guidelines
Article Country Study type Aim/intervention
Akbari et al.
(2008)154
Multiple Systematic review To estimate the effectiveness and efficiency of interventions
(including professional educational interventions, financial
interventions and organisational interventions) targeting
outpatient referral rates or outpatient referral appropriateness
Bridgman et al.
(2005)156
UK (England) Prospective
controlled study
To evaluate the effect of a new referral management model
for orthopaedic patients (n= 14,006)
Clarke et al.
(2010)155
Multiple Systematic review To assess the effectiveness of guidelines for referral to elective
surgical assessment
Elwyn et al.
(2007)157
UK (Wales) Before-and-after
study
To assess the impact of a guideline adherence intervention on
referrals (n= 1730) of patients in three endoscopy units in
two hospital trusts
Emery et al.
(2007)158
UK (England) Cluster RCT To evaluate a computer decision support system for the
management of familial cancer risk in primary care (n= 45
general practice teams)
Fleuren et al.
(2010)159
The
Netherlands
Observational
study
To assess the impact of the introduction of a shared care
guideline for back-pain referrals (n= 723 patients)
Garcia Garcia
et al. (2011)160
Spain Observational
study
To assess the impact of a co-ordinated pathway between
nephrology care and primary care (n= 559 referrals)
Glaves (2005)161 UK (England) Before-and-after
study
To determine if the use of request guidelines can achieve a
reduction in the number of radiographic examinations of the
cervical spine, lumbar spine and knee joints performed for
GPs for patients referred (n= 7026) to three community
hospitals and a district general hospital
Hamilton et al.
(2013)162
UK (England) Observational
study
To provide GPs (n= 614) with risk assessment tools applicable
to patients aged ≥ 40 years with bowel or respiratory
symptoms in 7 of 28 English cancer networks and to evaluate
those tools
Jani et al. (2012)163 UK (England) Audit To assess use of standardised referral pro forma (n= 586
referrals) in compliance to NICE guidelines and cancer
diagnosis rates in a Cancer Network
Jiwa et al.
(2006)164
UK (England) Cluster RCT To measure the change in referrals (n= 716) for colorectal
pathology, following practices (n= 44) being offered an
electronic interactive referral pro forma and/or an educational
outreach visit by a local colorectal surgeon
Kennedy et al.
(2012)165
UK (Scotland) Retrospective
case review
To assess the effect of referral guidelines (electronic referral
system) for patients (n= 190) with suspected head and neck
cancer
Kim-Hwang et al.
(2010)166
USA Before-and-after
study
To evaluate electronic referral system that facilitates iterative
pre-visit communication between referring and specialty
clinicians to improve the referral process (n= 505
questionnaires)
Menon and Larner
(2012)167
UK (England) Observational
study
To assess the impact of the publication of the NICE guidance,
National Dementia Strategy, and Department of Health/
Alzheimer’s Society resource pack for patients (n= 213)
referred to a Cognitive Function Clinic
Meeuwissen et al.
(2008)168
The
Netherlands
Before-and-after
study
To assess the outcomes of a stepped-care programme for
depression in primary and secondary care for patients
(n= 164) with a mild, moderate or severe major depression
Melia et al.
(2008)169
UK (England) Retrospective
before-and-after
study
To assess the Prostate Cancer Risk Management Programme
launched in November 2002 that includes guidelines for GPs
on PSA cut-off levels for urological referral in asymptomatic
men (n= 1747 referrals)
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In their Cochrane review, Akbari et al.154 concluded that passive dissemination of guidelines was
ineffective, but that guidelines associated with structured referral sheets were associated with improved
pre-referral management of patients. A second systematic review of the effect of guidelines on referral
found that, in four RCTs, guidelines improved the appropriateness of pre-referral care, and in another trial
included in the same systematic review there was an improvement in the appropriateness of referrals,
although there was no measurable effect on practitioner knowledge, rates of referral or costs.155 However,
in none of these five studies was the guideline development ‘passive’; in each case it was combined with
another intervention such as a structured referral sheet or an investigation pathway developed locally
between GPs and specialists.
The limited effect of guidelines on their own is consistent with the wider literature on quality
improvement.173 Perhaps mindful of this, the great majority of the studies we identified combined
guidelines with other interventions, for example referral pro formas,163,166 outreach or liaison visits by
consultants,164,168,171 feedback on referrals,157 professional education,158 a more rapid appointment with the
specialist if guidelines were followed159 and returning referrals which did not meet the guidelines.161 All of
these studies showed some impact of the intervention, although in some cases the improvement was
confined to better information in the referral letter. Guidelines may also improve the quality of care
provided without necessarily changing patterns of referral as, for example, in the urology shared-care
protocol described by Spatafora et al.171 The limited impact of guidelines on their own is not surprising,
especially bearing in mind Clarke et al.’s conclusion from an empirical survey of GPs that referral guidelines
were ‘rarely used in practice’.155
However, there were other studies which did not report any change, for example incorporation of
guidelines into a pro formas for head and neck cancer165 or for mental health problems,170 and three
studies of passive dissemination of referral guidelines showed them to be ineffective.167,169,172 Slade et al.170
commented on a number of reasons why the pro formas in their study may have been ineffective. These
included GPs feeling that the pro formas were oversimplistic, did not reflect the complexity of patients’
problems and were seen as a means of reducing referrals.
Guidelines can also be used to reject referrals. Garcia Garcia et al.160 reported a study in Spain in which
nephrologists rejected referrals which did not adhere to guidelines, sending 28.5% of referrals back with
‘an explanatory report including suggestions for patient management’. They found that the GPs included
in the programme ‘showed great interest and no complaints were registered’.
TABLE 13 Studies of guidelines (continued )
Article Country Study type Aim/intervention
Slade et al.
(2008)170
UK (England) RCT To assess whether or not the Threshold Assessment Grid for
referral to specialist mental health services could improve
agreement between primary care and CMHT on suitability of
referral (n= 1061 patients)
Spatafora et al.
(2005)171
Italy Prospective
observational
study
To assess whether or not adopting a shared protocol between
urologists and GPs might change diagnostic procedures and
referral patterns in the management of men (n= 1759) with
lower urinary tract symptoms
van der Velde
et al. (2011)75
The
Netherlands
Observational
study
To compare the diagnostic performance of two clinical
decision rules to rule out DVT in primary care patients
(n= 1002)
West et al.
(2007)172
UK (England) Observational
study
To assess the impact of easy-to-follow written referral
guidelines on GP referrals to an orthopaedic outpatient
department (n= 471 letters of referral)
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Although some guidelines have been developed to reduce the number of inappropriate referrals, it should
not be assumed that the aim or outcome is always a reduction in secondary care utilisation. Hamilton
et al.162 provided practices with risk assessment tools to assist GPs in selecting patients for cancer
investigation and found that their use resulted in an increase in the number of chest radiographs ordered,
the number of referrals and the number of cancers diagnosed.
Bearing in mind the well-established literature on the relative ineffectiveness of passive use of guidelines in
changing clinical practice, guidelines should in general be regarded as part of other interventions. Indeed,
they are an essential part, and it would not be realistic to conceive of many of the interventions considered
in this section unless they were underpinned by clinical or organisational guidelines. The place of referral
pro formas as a way of reinforcing guidelines has increased rapidly in recent years as electronic record
systems have become more sophisticated. These pro formas are sometimes used as a way of requiring
information from the GP before a referral request can be accepted, and this may include the results of
tests that locally agreed guidelines indicate should be done before referral for a particular condition.
An example might be that the result of a partner’s sperm count should be available when referring a
woman with infertility. Depending on whether information in a referral pro forma is advisory or
mandatory, pro formas can be used to require adherence to guidelines. An example of a guideline being
used to incentivise particular professional behaviours was reported by Fleuren et al.:159 if Dutch GPs
adhered to an agreed protocol for the first 6 weeks of back pain, a priority referral and MRI were
guaranteed if the patient was subsequently referred. This led to a reduction in referrals judged as
inappropriate against national guidelines for referral from 15% to 8%.159
Conclusion
Guidelines, audit and feedback, and professional education programmes are all relatively ineffective on
their own but may be combined, or linked with other interventions. Of these, professional education
programmes probably have the greatest potential to change behaviour, although we noted that some
positive studies involved very intensive interventions (e.g. biweekly visits by specialists to general practices).
Guidelines are increasingly incorporated into referral pro formas which have to be completed as part of the
referral process. A number of studies of professional education and of guidelines had the effect of
increasing referrals. In our view all interventions aimed at changing professional behaviour should be
aimed at increasing the appropriateness of referrals rather than as a form of crude demand management.
Audit and feedback
Commissioning bodies audit rates of referral and provide feedback on these referrals to GPs.
Key summary points:
l Despite the widespread use by PCTs and CCGs of feedback to GPs on their referral data, we did not find
sufficent evidence to draw conclusions about the value of such feedback.
We found few relevant papers157 on the impact of audit and feedback on referral behaviour. In our
previous review, we concluded that simple feedback of rates of referral had no impact on referral practice.
In the present review, no studies of simple audit and feedback were included in the Akbari et al. Cochrane
review.154 Elwyn et al.157 reported a study in which feedback was sent to GPs on the appropriateness
of their referrals to endoscopy against NICE referral guidance (but with no referrals being denied).
The intervention was associated with an increase in the appropriateness of future referrals.
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Despite the limited support from research findings, feedback of rates of referral without any indication of
appropriateness remains common, and probably ubiquitous, across PCTs and CCGs in England. If such
feedback is to have any effect, it probably relies on GPs having the time and the inclination to review the
clinical appropriateness of their referrals.
Professional education, including academic detailing
Education for primary care professionals may take a number of forms including provision of written
information, single educational events and ongoing support from a specialist.
Key summary points:
l Professional education is described in one major review as ‘potentially effective’: a reasonable summary of a
literature where both studies and interventions are highly varied, ranging from intensive specialist support
to single educational events.
l There is a clear tension between education at an intensity (e.g. monthly practice visits from specialists)
which could not be mounted or sustained across a range of specialist disciplines, and more modest
interventions that appear less effective.
In this section we include all forms of professional education, including ‘academic detailing’, which is a
term used to define a particular type of face-to-face engagement between an expert (e.g. a specialist) who
may visit a practice on one or more occasions. It has most commonly been used in relation to prescribing,
with the term ‘academic’ principally indicating that there is no pharmaceutical company involvement.
We identified 18 studies154,164,174–189 which assessed the effect of professional education schemes (Table 14).
Akbari et al.154 included three RCTs of specialist-led educational strategies, one of which was highly
intensive, involving monthly visits by orthopaedic surgeons to discuss cases in which the GPs were
uncertain of diagnosis or management and were considering referral (the others were less intensive).
The most intensive of the interventions was associated with a near halving in the number of orthopaedic
referrals. Of the other two, both interventions were associated with higher rates of referral following the
educational intervention (though the reviewers note a unit of analysis error in one of the studies which
might have led to an overestimate of statistical significance). Both of these results were against the
hypothesised direction of effect.
TABLE 14 Studies of professional education
Article Country Study type Aim/intervention
Akbari et al.
(2008)154
Multiple Systematic review To estimate the effectiveness and efficiency of interventions
(including professional educational interventions, financial
interventions and organisational interventions) targeting
outpatient referral rates or outpatient referral appropriateness
Azuri et al.
(2009)174
Israel RCT To investigate the effect of raising awareness of erectile
dysfunction diagnosis and treatment in a community setting by
training physicians (n= 39)
Batinac et al.
(2009)175
Croatia Prospective
before-and-after
study
To measure the impact of GP continuous medical education
on outcomes for patients with iron deficiency anaemia
(n= 1586)
continued
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TABLE 14 Studies of professional education (continued )
Article Country Study type Aim/intervention
Cameron et al.
(2010)176
USA Observational
study
To evaluate academic detailing as a strategy to increase early
detection of dementia in primary care practices (104 physicians
and 248 office/clinic staff)
Eide et al.
(2013)177
USA Before-and-after
study
To develop an interactive web-based course to improve the
skills of primary care providers (n= 54) in skin cancer detection
Evans (2009)178 UK (Wales) Observational
study
To assess the impact of a retrospective peer review of referral
models for patients of 32 practices (n= about 7000 referrals)
Evans et al.
(2011)179
UK (Wales) Observational
study
To assess the impact of a retrospective peer review of referral
models for patients of 32 practices (n= about 7000 referrals)
Grassini et al.
(2008)180
Italy Prospective
before-and-after
study
To assess the impact on referrals (n= 1017) of a 1-day training
course on appropriateness of indications in digestive
endoscopy, followed by letter containing a summary of the
lectures and a copy of selection criteria for colonoscopies
Jiwa et al.
(2006)164
UK (England) Cluster RCT To measure the change in referrals (n= 716) for colorectal
pathology, following practices (n= 44) being offered an
electronic interactive referral pro forma and/or an educational
outreach visit by a local colorectal surgeon
Lester et al.
(2009)181
UK (England) Cluster RCT To evaluate educational intervention for GPs on first-episode
psychosis for patients (n= 179) referred from general practices
(n= 110)
Power et al.
(2007)182
UK (England) Cluster RCT To evaluate the impact of an onset team from secondary care
providing education to GPs on discussing early signs of
psychosis (46 practices, n= 150 patients)
Shariff et al.
(2010)183
UK (England) Before-and-after
study
To assess the impact of giving GPs a 12-page illustrated guide
to common skin lesions on referrals (n= 470)
Suris et al.
(2007)184
Spain Before-and-after
study
To analyse the influence of a primary care rheumatology
consultancy programme on referrals (n= 2793) to
rheumatology unit
Ulrik et al.
(2010)185
Denmark Before-and-after
study
To evaluate the impact of an educational programme for
GP-diagnosed COPD patients (n= 3058)
Vernacchio et al.
(2013)186
USA Before-and-after
study
To evaluate a quality improvement programme consisting of
(a) physician education, (b) decision support tools available at
the point of care, and (c) longitudinal feedback of data on
physician referrals for adolescent idiopathic scoliosis
(n= cohort of about 30,000 patients)
Westwood et al.
(2006)187
UK (England) Observational
study
To test the feasibility of providing genetic nurse counsellor
clinics in primary care to develop a questionnaire, to evaluate
patients’ satisfaction with their genetics appointments and to
establish patient and provider costs (n= 36 practices)
Westwood et al.
(2012)188
UK (England) Cluster RCT To assess whether or not a primary care genetic-led education
improves both non-cancer and cancer referral rates, and
whether or not primary care-led genetic clinics improve the
patient pathway (n= 73 practices)
Willigendael et al.
(2005)189
The
Netherlands
Before-and-after
study
To evaluate the effectiveness of combined education training
for GPs (n= 53) and practice assistants (n= 65) for the
management patients (n= 100) with peripheral artery disease
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Evans et al.178 described a scheme in north Wales in which GPs had weekly protected time to discuss the
appropriateness of their referrals, with regular input from local consultants. For orthopaedics the scheme
was associated with a reduction in referrals by up to 50% and an increase in use of other local services,
with a better understanding of other local management options for common orthopaedic conditions.
An observational study by Cameron et al.176 in the USA evaluated academic detailing as a strategy to
increase the early detection of dementia in primary care practices. In a follow-up evaluation, 55% of the
doctors said that they had increased referrals to community resources, 24% said that they were already
making satisfactory referrals prior to the visit and 21% said that they had not increased referrals but
intended to do so.
Suris et al.184 described an intensive biweekly programme of support by rheumatology specialists which
was associated with a 31% reduction in referrals. Other studies also reported a reduction in number or an
increase in the appropriateness of referrals following educational programmes.175,177,180,182,186,188,189 However,
some studies found little or no impact of education on the rates or appropriateness of referrals.164,174,181,183
It should be noted that some of these involved a relatively modest intervention, for example a lecture or a
single outreach visit, and in one case GPs were simply sent a 12-page illustrated guide to common skin
lesions.183 A study by Ulrik et al.185 demonstrated that the focused education of GPs and their staff
improved the diagnosis and management of COPD, but did not significantly alter the percentage of
referrals. It is probably important to distinguish programmes whose main aim is to improve quality of care
without any specific aim to reduce (or increase) referrals.
Most of the interventions described here were aimed at increasing the appropriateness of referrals or
reducing the number of referrals, or both. However, we note that in two of the three trials included in the
Cochrane review, referrals were increased following the educational intervention. It is important to
acknowledge that better clinical management in primary care will sometimes result in an increase in
specialist referral. We noted some time ago that GPs with greater knowledge in a clinical area tended to
refer more patients to hospital in that area,190 and this possibility should not be ignored at a time when
local pressures are likely to be exclusively focused on reducing referrals.
In their review, Akbari et al.154 described professional education as ‘potentially effective’, and this is
probably a reasonable summary of a literature in which studies and interventions are very varied, ranging
from intensive specialist support to single educational events and, although we have not analysed this in
detail, the more intensive or multifaceted interventions appear to be more effective.154 There is a clear
tension between education at an intensity which is unlikely to be sustained (e.g. monthly practice visits
from specialists) and could not be mounted across a range of specialist disciplines, and more modest
interventions that appear less effective. There is a question of whether or not the impact of an intensive
intervention can be sustained over time, thus allowing rotation of specialists into an ongoing set of
educational programmes. We found no evidence on the long-term sustainability of changes associated
with educational interventions.
In-house review of referrals
In-house review refers to GP referrals being checked by other members of the same GP practice.
Key summary points:
l Evidence on in-house referral schemes (which provide for systematic review of referrals by other GPs in the
practice) is very limited.
l The weak evidence that exists supports this approach in terms of reducing referrals and acceptability
to patients.
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In our previous review, we commented that ‘newer innovations, such as obtaining an “in-house” second
opinion prior to referral, appear promising but require further investigation’. Akbari et al.154 drew the same
conclusion, but still based on only one study.191,192 In our current review, we identified four additional
studies that examine in-house review of referrals (Table 15).178,179,193,194
We identified four additional studies in our review. Two papers by Evans178 and Evans et al.179 reported on
an intervention in which GPs discussed the appropriateness of their referrals on a weekly basis, observing a
reduction in the variability of rates of referral between doctors in the practice, and a reduction in the
overall mean rate of referral. The approach also appeared to be acceptable to patients. The arrangement
described by Evans et al. is not the same as either that in the previous study, in which referrals were
routinely seen by another GP before the decision to refer was confirmed, or the model which has been
taken up and incentivised by a number of PCTs/CCGs, in which referral letters are scrutinised by other GPs
in the practice before being sent to the hospital.
In a report on referral management published by The King’s Fund in 2010,194 including a literature review
and case studies, the authors concluded, based on limited evidence, that, of the referral management
strategies considered, a strategy ‘built around peer review and audit, supported by consultant feedback, with
clear referral criteria and evidence-based guidelines is most likely to be both cost- and clinically-effective’.
However, more recently, a retrospective time-series analysis of outpatient attendances from practices which
started implementing internal peer review of referrals showed no significant changes in outpatient
attendance rates.193
Because of the interest in these models and the lack of published literature, we conducted a substudy of
in-house referrals as part of this project, and this is reported elsewhere in this report (see Chapter 4).
Referral management centres
Referral management centres manage the process of referral from primary to secondary care, often with an
aim of reducing referral volume.
Key summary points:
l There is very limited evidence published on the effectiveness of RMCs.
l The evidence that exists is equivocal and suggests that reduction in referrals by RMCs is less likely to
represent value for money than the use of more passive alternatives such as in-house peer review.
TABLE 15 Studies of in-house review of referrals
Article Country Study type Aim/intervention
Cox et al.
(2013)193
UK (England) Retrospective
time-series
analysis
To assess the impact of three RMCs and two internal
peer-review approaches to referral management on outpatient
visits (n= 376,000)
Evans (2009)178 UK (Wales) Observational
study
To assess the impact of a retrospective peer-review of referral
models for patients of 32 practices (n= about 7000 referrals)
Evans et al.
(2011)179
UK Observational
study
To assess the impact of a retrospective peer review of referrals
models
Imison and
Naylor (2010)194
Multiple Literature review
and observational
study
To examine the evidence on the current quality of GP referrals
and to assess the impact of different types of referral
management
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In-house referral schemes discussed in the previous section involve some form of scrutiny of referrals within
the referring GP’s own practice. RMCs involve the scrutiny of referrals outside the practice. They have been
introduced in an attempt to ensure that referrals are appropriately directed and (though not always
explicitly) to produce downward pressure on GPs’ rates of referral. These organisational interventions are
new and they are not mentioned either in our previous review or in the systematic review by Akbari et al.154
In our current review, we identified six studies193–198 about RMCs (Table 16).
Referral management centres were first introduced for orthopaedic problems in order to deal with the
large number of referrals to orthopaedic surgeons which they felt could be better managed by other
practitioners (e.g. physiotherapists). GPs did not refer to these other services either because they were
unable to or because they were unaware of them, and so some RMCs were established with the extra
capacity to provide additional care in the community (i.e. they did more than just triage referrals). For
example, the Bath and North East Somerset Orthopaedic Interface Service retained 50% of referrals passed
to their system, sending only 21% on to see an orthopaedic surgeon.196
However, other RMCs have been established to screen all referrals, with an explicit or implicit aim of
reducing hospital outpatient attendance. The aim of these services is to identify inappropriate referrals,
which can be considered in terms of three broad categories:
l referrals made to the wrong service or specialist
l referrals containing insufficient information, making it difficult to assess urgency or relevance
l referrals that do not conform to accepted clinical guidance.
Referrals may be ‘accepted’ by the RMC and passed on to the hospital clinic, diverted to a service judged
more appropriate or returned to the GP as inappropriate. Considerable concerns have been expressed
about these centres in terms of introducing delays in treatment, interfering with the GP’s clinical
judgement, making inappropriate triaging decisions based on information in the letter without seeing the
patient, breaching patient confidentiality and restricting patient choice.195
TABLE 16 Studies of RMCs
Article Country Study type Aim/intervention
Cox et al. (2013)193 UK
(England)
Retrospective
time-series analysis
To assess the impact of three RMCs and two internal
peer-review approaches to referral management on
outpatient visits (n= 376,000)
Davies and Elwyn
(2006)195
Multiple Literature review Commentary on RMCs
Ferguson and Cook
(2011)196
UK
(England)
Observational study To investigate the sustainability of a primary care
orthopaedic interface service looking at referrals
Fischer et al. (2010)197 USA Observational study To report on an electronic referral system containing
algorithms based on clinical practice guidelines
(n= 23 primary care organisations)
Imison and Naylor
(2010)194
Multiple Literature review
and observational
study
To examine evidence on the current quality of GP
referrals and to assess the impact of different types of
referral management
National Leadership and
Innovation Agency for
Healthcare (2007)198
UK
(Wales)
Literature review
and observational
study
To ensure appropriate referral of patients to relevant
services through seven referral management pilot
programmes
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Although we found studies describing concerns about these centres,194,198 we found only one published
article in the academic literature of an evaluation of RMCs. This involved three centres which were set up
to reduce referrals from GP practices in Norfolk.193 The introduction of two of these had no impact on
numbers of outpatient referrals, whereas the third was associated with an increase in referrals.
Comparison with two schemes involving within-practice peer review of referrals indicated that RMCs were
more expensive but not more effective than these schemes.
Although not strictly relevant to the UK context, one American study was also noted, in which all referrals
from primary care were directed through an internet-based ‘branching logic that required a series of
clinical responses regarding the patient’s diagnosis or symptoms’. This resulted in the rejection of 22% of
referrals as inappropriate.197
In addition to these peer-reviewed articles, two further reports on RMCs were identified in the grey
literature. The first, a report on an evaluation of seven referral management pilots in Wales,198 reported that
although there was significant variation in the quality and potential sustainability of the initiatives, which
were diverse in their scope and operational details, the majority of pilots provided some ‘hard’ evidence of
the impact of their referral management diversions. Pilots that were designed to tackle single issues or
groups of related problems were considered to be more successful than those using an all-specialty generic
model of referral management, which was not considered to be cost-effective. The second report, on a
study conducted for The King’s Fund,194 examined approaches to referral management, including RMCs,
more broadly. This study included a literature review, two phases of qualitative research (interviews with
21 commissioners and case studies of four schemes, including two RMCs) and quantitative analysis of
outpatients attendances. The authors that concluded that RMCs were less likely to represent value for
money than more passive approaches such as peer review.
Because of the interest in these models and the lack of published literature, we conducted a substudy of
RMCs as part of this project, and this is described elsewhere in this report (see Chapter 3).
Financial incentives
GPs may be given financial incentives directly to reduce outpatient referrals. Other financial incentives provided
to GPs may also impact on referrals indirectly.
Key summary points:
l A number of financial incentives have been introduced through the QOF which indirectly increased the
number of referrals made by GPs for specific conditions.
l No studies were found that reported on the direct incentive introduced through the QOF to avoid
inappropriate outpatient referrals.
Interest in financial incentives in relation to referrals falls into two areas:
l direct financial incentives for GPs to reduce referrals
l secondary effects on referrals of other financial incentives.
We do not consider here the effect of fundamental changes in remuneration systems for doctors in
primary care, for example changing from fee for service to capitation.
We included six studies in our review (Table 17).154,199–203
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The Cochrane review by Akbari et al.154 described two studies of the impact of GP fundholding on referrals
in the 1990s. In this scheme, GPs had a direct financial incentive to reduce referrals for conditions for
which they had a budget (e.g. elective surgery). There appeared to be a small reduction in rates of referral
in fundholding practices. In our previous review, we also suggested that financial incentives introduced for
GPs to conduct minor surgery in the early 1990s led to them carrying out operations for relatively trivial
conditions that would not previously have been referred to hospital or where non-operative treatments
were available, a conclusion supported by a more recent study.202
A second set of studies assessed the impact of the QOF on hospital utilisation.199–201,203 This
pay-for-performance scheme did not (initially) have any incentives related to outpatient referrals but did
provide incentives for chronic disease management that could have impacted on referrals. The evidence is
clear that it did, with a step increase in referrals to renal clinics after the introduction of an incentive to
identify and manage patients with renal failure,199,201 and an increase in referrals to a diabetic clinic when
tighter targets for blood sugar control were introduced into the QOF.203 Referrals also increased to
neurology clinics following an incentive to provide better seizure control for patients with epilepsy,200
although in this study a neurologist provided additional educational support to practices at the same time.
More recently, an incentive has been introduced into the QOF for GPs to:
l review data on secondary care outpatient referrals
l participate in an external peer review with other GPs in the CCG to compare its secondary care
outpatient referral data with those of the other contractors
l engage with the development of and follow care pathways to improve the management of patients in
primary care in order to avoid inappropriate outpatient referrals.
No data are available on the impact of this incentive on patterns of referral and there are currently no
incentives to actually reduce rates of hospital referral.
TABLE 17 Studies of financial incentives
Article Country Study type Aim/intervention
Aghaie-
Jaladerany et al.
(2007)199
UK (Scotland) Retrospective
case review
To assess the early impact of the implementation of the UK
CKD guidelines on new patient attendances (n= 160) at
nephrology clinics
Akbari et al.
(2008)154
Multiple Systematic review To estimate the effectiveness and efficiency of interventions
(including professional educational interventions, financial
interventions and organisational interventions) targeting
outpatient referral rates or outpatient referral appropriateness
Minshall and
Smith (2008)200
UK (England) Audit To conduct an audit of practice records of patients (n= 610)
with epilepsy in general practices (n= 13), followed by an
education session led by a neurologist
Phillips et al.
(2009)201
UK (Wales) Before-and-after
study
To assess the impact of revised renal QOF accompanied by a
rigorous process of assessing referrals and supported by an
education and management pathway within a NHS trust
Pockney et al.
(2004)202
UK (England
and Wales)
Observational
study
To evaluate the introduction of fee-for-service for minor
surgery procedures by GPs in six health authorities over 8 years
Srirangalingam
et al. (2006)203
UK (England) Before-and-after
study
To determine the impact of the new General Medical Services
contract on referral patterns to a secondary care diabetes clinic
(n= 647 referrals)
CKD, chronic kidney disease.
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Specialist advice as an alternative to referral
GPs seek advice from specialists about the management of individual patients, without making a referral.
Key summary points:
l Studies in which GPs can obtain specialist advice by telephone or e-mail suggest that there is substantial
opportunity to reduce the number of patients who are seen in outpatient clinics.
The traditional model of outpatient referral in the NHS is for the patient’s GP to write a referral letter, after
which the patient is given an appointment and seen in the outpatient clinic. In this section we review ways
in which GPs can seek advice about the management of individual patients without the patient actually
being seen by the person giving that advice. These developments are relatively new and were not covered
in our previous review or in the systematic review by Akbari et al.154
A number of studies have reported interventions in which the GP seeks advice by letter or e-mail but
without an expectation of the patient being seen by the person giving that advice (Table 18).204–211
Patterson et al.205 described a system by which GPs could e-mail neurologists for advice, which they found
safe and effective in reducing face-to-face outpatient appointments. There was some increase in overall
referrals (i.e. e-mail and appointment requests combined) but an overall reduction in cost, with small
increases in GPs’ time outweighed by reductions in specialist time. Similarly, Williams et al.211 assessed an
TABLE 18 Studies of specialist advice as an alternative to referral
Article Country Study type Aim/intervention
Oliva et al.
(2013)204
Spain Before-and-after
study
To report on a virtual referral system between specialised
endorinological care and primary care (n= 1947 virtual
consultations) aiming to improve the resolution of endocrine
diseases in primary care; to decrease inadequate visits to
secondary care; and to establish a direct communication system
between primary and secondary care
Patterson et al.
(2010)205
UK (Northern
Ireland)
Observational
study
To evaluate the impact of an e-mail triage system for new
referrals to neurologist (n= about 2400 referrals)
Scalvini et al.
(2011)206
Italy Observational
study
To evaluate a telemedicine service for care of hypertensive
patients (n= 1719) from 399 randomly selected GPs
Stoves et al.
(2010)207
UK (England) Before-and-after
study
To assess the impact of electronic consultations on nephrology
referrals for patients with CKD in 85 practices
Sved Williams
et al. (2006)208
Australia Observational
study
To evaluate outcomes and satisfaction with a consultation-liaison
service to GPs (n= 77), provided by a cohort of private and
public psychiatrists
Walker et al.
(2009)209
UK Observational
study
To describe an e-mail enquiry service for endocrinology and
diabetes established in one hospital
Wegner et al.
(2008)210
USA Observational
study
To assess the estimated savings from paid telephone
consultations between paediatric subspecialists and primary care
physicians (n= 306 consultations)
Williams et al.
(2012)211
Ireland Observational
study
To assess an internet neurology referral system for GPs (n= 710
electronic referrals)
CKD, chronic kidney disease.
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internet neurology referral system (Neurolink) for GPs in Ireland. The authors reported that 19% (127/662)
of patients did not require a neurology outpatient appointment and, instead, the GP was given advice,
treatment and investigation options for those patients.
In endocrinology, Oliva et al.204 reported that 88% of queries from GPs could be resolved without the need
for a physical consultation, and Walker et al.209 also reported the success of an e-mail advice service for
diabetes and endocrinology.
Stoves et al.207 described a system by which the GP requested advice by e-mail on patients with mild to
moderate chronic kidney disease but in a situation where the specialist had access to the GP’s electronic
medical record. Ninety-two per cent of requests for advice could be managed without the specialist
needing to see the patient, and, when the GP did request a face-to-face consultation, the majority could
still be managed in primary care with the provision of appropriate advice.
The telephone may also be an underused resource. In an Australian example, psychiatrists saw patients
only if it was judged necessary after a telephone conversation between the psychiatrist and the GP,208 and
in the USA a telephone conversation between the primary care physician and a paediatric subspecialist
meant that referral was avoided in 32% of cases.210
There is overlap between the studies of electronic communication and some of the studies we describe in
Relocation, Telemedicine, especially the use of store-and-forward images for skin problems and diabetic
retinopathy. Sometimes a teleconsultation has been used to give advice to GPs. For example, Scalvini
et al.206 describe how a 10-minute teleconsultation with a specialist was able to resolve half of the
problems in a group of hypertensive patients at high risk of cardiovascular disease.
Seeking advice from specialists by letter or by telephone is not a new approach. Indeed, over 20 years ago
Roland and Bewley212 described an advice line (‘Boneline’) through which GPs could seek advice from
orthopaedic surgeons by telephone. However, a number of things have changed which make it likely that
telephone and electronic communication between GPs and specialists will play a much larger role in
future. Telephone is perhaps the least easy method of communication to use, simply because it requires
the availability of both the specialist and the GP at the same time. E-mail, however, provides the
opportunity for asynchronous communication and can also be used to transmit test results, images, etc.
Doctors, along with others in society, are used to getting rapid responses to queries using e-mail in their
personal life. There is no reason why medicine should be different from other sectors in its use of this
technology, and we note that a number of NHS trusts are already offering an electronic advice service with
an agreed tariff with local commissioners.
There are a number of potential consequences of the ability to communicate more easily with specialists.
One is that the need for face-to-face referrals could diminish, and several of the studies quoted above
suggest that this could happen. However, easy access to specialist opinion could also increase the number
of patients eventually seen in clinic. The potential benefits of this for patient care (i.e. seeking specialist
advice which would not otherwise have been sought) are unknown, and this would be an important area
for future research.
Conclusion
A number of studies have evaluated interventions which enable GPs to get e-mail or telephone advice
from specialists without the need for a face-to-face consultation. E-mail may provide an easier form of
contact and includes the opportunity to include test results, images, etc. Some NHS trusts are now
providing a tariff for e-mail enquiries. Studies in which GPs can obtain specialist advice by telephone or
e-mail suggest that there is substantial opportunity to reduce the number of patients who are seen in
outpatient clinics.
DOI: 10.3310/hsdr04150 HEALTH SERVICES AND DELIVERY RESEARCH 2016 VOL. 4 NO. 15
© Queen’s Printer and Controller of HMSO 2016. This work was produced by Winpenny et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.
49
Patient behaviour change
Decision aids
Patient decision aids are designed to influence decisions about referral to and discharge from specialist clinics.
Key summary points:
l Insufficent evidence was found to draw conclusions.
Patient decision aids were not considered in our previous review or in the systematic review on
interventions to improve outpatient referrals.154 In this review we identified one relevant RCT in which
patients with a range of chronic conditions were offered coaching on how to discuss their condition with
their primary care physician. Patients in the coaching group were much more likely to be referred to a
specialist in subsequent consultations with their primary care physician than those who had not received
coaching (51% vs. 28%).213
Although the results of this study in the USA may not be directly applicable to the UK, they raise an
important question of what the ‘correct’ level of referral is. The studies described in earlier sections of this
review use professional benchmarks for assessing the appropriateness of referrals (e.g. NICE guidance).
Even where professional opinion is the gold standard we noted some interventions in which improvements
in care were associated with increases in hospital referral.
This study raises the additional issue of what patients would prefer, and it was beyond the scope of this
review to identify whether patients think they are referred to specialists too often or not often enough.
In making referral decisions, GPs assess the clinical need for referral, but they are also influenced by the
patient’s wishes.214 They are, therefore, balancing clinical need with the wishes of the patient and the
availability of health-care resources.
Discussion
This scoping review updates our previous review published in 2006.2 Our broad conclusions are similar to
those of the previous review, but with some significant new sections and findings. Below we summarise
these findings and make suggestions for their future relevance in the changing policy environment.
Transfer: substitution of primary for secondary care
The evidence found in this review suggests that substition of primary care for secondary care may be both
safe and effective for long-term chronic disease management and for minor surgical interventions.
However, the safety and efficacy of these services will depend on the competency of the individuals
providing the care, and the support available to them. In all cases of transfer of services from secondary to
primary care, it is important to ensure that general practices (or ‘GPs with a special interest’) have the
administrative support and resources to ensure that protocols can be reliably followed, and that there is
adequate support from specialists when queries arise or problems occur.
There is little evidence available on the wider effect of such arrangements, including the impact on
outpatient referrals. In addition, there is little evidence on the cost-effectiveness of these transfer
arrangements, and this is likely to depend on local payment and/or contractual arrangements. Although
many of these changes were introduced with the aim of decreasing waiting times, the policy environment
has now changed, with a much greater emphasis on cost reduction and increasing cost-effectiveness.
As such, the focus is now likely to be on CCGs needing to reduce expenditure on outpatient services and
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seeing the provision of primary care follow-up for chronic conditions or GP minor surgery as one way of
doing this. Further cost-effectiveness evidence will be required to assess whether or not such changes are
cost-effective in practice.
A large number of studies have now been carried out on the effects of giving GPs access to a wider range
of diagnostic tests. Earlier studies were of access to tests and investigations which have now become
generally available to GPs (e.g. ultrasound and endoscopy). More recent studies evaluate GPs’ use of a
wider range of investigations, including MRI and CT. Especially when combined with a referral protocol,
it is clear that GPs can make effective use of a wide range of diagnostic facilities, although it is striking
how few studies look at all of the costs and benefits of widening access to diagnostic tests, including the
net impact on referrals to outpatient clinics. Moreover, the costs of providing services in the community
compared with in hospital are not generally reported and the desire to provide services ‘closer to home’
may conflict with the economies of scale that can be achieved by centralising complex investigations.
In some cases (e.g. direct access to audiology for hearing aids) the benefits of bypassing an unnecessary
specialist referral are clear-cut. However, in other cases the benefits of direct access to services –
musculoskeletal services being the most common example – are less certain. Direct access to physical
therapies for musculoskeletal problems produces a substantial increase in demand for such services and,
although they are very popular with patients, their cost-effectiveness as an alternative to referral
(or non-referral) is less clear.
In several of the types of service transfer interventions discussed above, there is the potential for
supply-induced demand or for the new service to address previously unmet need. For example, if incentives
are introduced for GPs to conduct minor surgery, minor surgical procedures may be carried out which
would not have previously been done. In addition, direct access of GPs to tests or services may result in
increased use of diagnostic tests or use of particular services. In the case of direct access to services,
rational use of services including investigations, treatment services such as physiotherapy, and specialist
referral is increasingly being addressed by locally agreed pathways which need to be followed for services
to be accessed, and such protocols and pathways may also be useful for determining whether tests or
procedures are required.
Relocation
In shifted outpatient models, hospital specialists visit premises outside their hospitals to provide care, and these
clinics are popular with patients. However, a significant proportion of patients seen in community-based clinics
need to be seen again in hospital and specialists may see fewer patients in community clinics, and community
clinics may, therefore, be more expensive than hospital-based outpatient clinics. Current policies to move
consultant clinics into the community can be justified only if (a) high value is given to patient convenience in
relation to NHS costs or (b) community clinics can run at a scale to enable the efficiencies of patient
throughput in a hospital clinic to be realised.
Community mental health teams are a particular example of moving specialist care into the community,
and these teams appear effective across a wide spectrum of disorders. They are enhanced if patients have
an identified case manager, who can come from a range of disciplines, including some found within the
primary care team. CMHTs are likely to be most effective when there are regular opportunities for
face-to-face contact between members of the mental health team and the primary care team. In
some cases this can be achieved by colocation and in others this can be done by regular meetings.
Services associated with improved outcomes are likely to cost more but there is little evidence on the
cost-effectiveness of different models of care and, especially given the diversity of local arrangements,
there is little to guide local commissioners on the optimum configuration of services.
For telemedicine, physical location is likely to be a major determinant of its use as an alternative to
outpatient clinics. In countries with very remote rural areas, video consultations will continue to be a viable
alternative to patients or specialists having to travel very long distances. In England it is unlikely, in general,
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that video consultations will be a cost-effective alternative to outpatient clinics. ‘Store-and-forward’ services
for images of skin conditions show promise, although they may be of less value in cases of suspected skin
cancer. Too often, however, the establishment of these services appears to depend on local enthusiasts.
It would be helpful if more economic evaluations were reported. We did not report on the outcome of
telecare interventions, as the focus of these was almost exclusively on avoiding admissions rather than on
the interventions as an alternative to outpatient consultations.
Liaison
Shared-care protocols are now used across a wide range of conditions without loss of quality of care. Cost
savings to patients can be considerable if they do not have to travel to outpatient clinics, but savings to the
health service are less clear-cut. There are studies which show net savings from moving from outpatient
clinics to a shared-care model, but such savings are not universal and may depend on the nature of the
shared-care arrangement.
Professional behaviour change
Since our last review, a substantial number of studies have been published aiming to change referral
behaviour by GPs. Guidelines, audit and feedback, and professional education programmes are all
relatively ineffective on their own, but may be combined, or linked with other interventions. Of these,
professional education programmes probably have the greatest potential to change behavior, although we
noted that some positive studies involved very intensive interventions (e.g. biweekly visits by specialists to
general practices). Guidelines are increasingly incorporated into referral pro formas which have to be
completed as part of the referral process. A number of studies of professional education and of guidelines
had the effect of increasing referrals and, in our view, all interventions aimed at changing professional
behaviour should be aimed at increasing the appropriateness of referrals rather than becoming a form of
demand management. From a very limited evidence base, programmes which involve GPs obtaining a
second opinion from one of their colleagues prior to referral (in-house referral) have the potential to
reduce referrals. We also found a few studies with inconclusive results of external review of referrals
(‘referral management centres’). Because of the very limited information on both of these interventions, we
undertook limited primary data collection on each of these interventions, reported as separate substudies
in Chapters 3–7.
A number of studies have evaluated interventions which enable GPs to get e-mail or telephone advice
from specialists without the need for a face-to-face consultation. E-mail may provide an easier form of
contact and includes the opportunity to include test results, images and so on. Some NHS trusts are now
providing a tariff for e-mail enquiries. Studies in which GPs were able to obtain specialist advice by
telephone or e-mail suggest that there is substantial opportunity to reduce the number of patients who are
seen in outpatient clinics.
In this review, we have not addressed interventions which are about the internal reorganisation of
outpatient clinics in hospitals. Many such studies exist, often evaluating staff substitution, for example
providing a nurse specialist or physiotherapist as an alternative to seeing a doctor. As in primary care, there
is likely to be substantial opportunity for role substitution in hospitals. However, in the absence of robust
economic evaluations, it should not be assumed that the cost of care is reduced just because the salary of
the person first seen is reduced. A range of other interventions have been described to increase the
efficiency of hospital throughput, including ‘one-stop clinics’ and a pre-clinic telephone call from the
specialist to arrange investigations in advance; O’Byrne et al.215 reported that this more than halved the
number of patients requiring multiple attendances.
Overall, we identified a wide range of new approaches which substitute for conventional outpatient clinics
and have the potential to provide high-quality care in community settings. However, robust economic
evaluations were rarely reported and the cost-effectiveness of many interventions remains unclear.
However, it is also important to note that most cost-effectiveness studies look at the cost of interventions
to the provider rather than the price that the purchaser charges. We note that the value of many
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interventions will depend on local contracts, and we anticipate that CCGs, when letting contracts for
community services, will ensure that the price they pay is lower than for comparable services delivered in
hospital. We also note the potential for ‘supply-induced demand’ when services are made locally available
to GPs. A ‘cheaper’ primary care-based service will save the purchaser money only if there is corresponding
disinvestment in hospital services.
Limitations of the review
In this scoping review we aimed to map the key concepts pertaining to strategies involving primary care
that are designed to improve the effectiveness and efficiency of outpatient services, and the main sources
and types of evidence available. We developed an inclusive search strategy based on that used in the
previous review. Our review begins from 2005, as it is an update of the previous review.
The main aim of the literature review was to provide evidence that is useful to those working in the NHS,
whether as managers, commissioners or practitioners. Thus, our review focuses on those papers which are
applicable to the current English context. We have not included studies which address other forms of
health system, or which address strategies already commonly used in the English NHS.
Given the nature of the evidence which addressed disparate outcomes and used a wide variety of designs
and analysis methods, it was not possible to carry out any meta-analysis or other quantitative synthesis
of findings. In addition, as this is a scoping review, we do not formally assess the quality of the
included studies.
Gaps in the literature and recommendations for future research
Across the areas addressed in this review there remain both gaps in the evidence and areas in which the
evidence available is of a very poor quality. Although there are a large number of papers which report
on the reorganisation of health-care provision, many of these do not look at the wider impacts on the
health-care system and, thus, do not address the effect on the effectiveness and efficiency of outpatient
services. For example, although a number of studies demonstrate that the transfer of service provision from
secondary to primary care is safe and effective in itself, it is unclear if the assumed reduction in secondary
care service provision is achieved in reality, or if this is a more cost-efficient method of service provision.
In many of the areas covered, there was a clear need for further evidence on cost-effectiveness. While this
may depend on local arrangements for reimbursement for service delivery, or tariffs set up for new
initiatives such as ‘advice referral’, this information will be important to those designing service models and
commissioning services.
Finally, there is a continued need for further high-quality evidence. We reported in our previous study that
more robust studies are required, and this remains the case in many areas. Studies are needed which
employ rigorous experimental designs, supported by qualitative studies which assess the factors that may
impact on future successful implementation in other settings.
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Chapter 3 Referral management centres: substudy
of four centres (substudy 1)
Introduction
The introduction of RMCs is one of a range of measures taken to tackle rising demand for outpatient
appointments, by seeking to manage the process of referral from primary to secondary care. RMCs lie at
the active end of a continuum of such approaches, which also includes the use of referral guidelines and
the peer review of referrals.194 Broadly, the role of RMCs is to act as an external arbiter to review referrals
and to perform some action with respect to them (i.e. to reject, divert, or provide advice or some
additional function), but considerable diversity in their form and organisation is acknowledged in the
literature.195 Although some RMCs are designed primarily to manage bookings or facilitate patient choice,
many have among their aims the clear implicit or explicit goal of reducing referrals. This substudy focuses
on this subset of initiatives.
Widespread concerns have been expressed in the academic, GP and UK national press195,216–220 regarding
the potential negative effects of RMCs, such as the introduction of error and delay into the referral process
and the undue interference of managers in clinical decisions. In addition, the limited evidence published on
their effectiveness is equivocal and suggests that reduction in referrals by RMCs is less likely to represent
value for money than the use of more passive alternatives such as peer review.193,194,198 Despite this, RMCs
still represent a widely used approach and new schemes continue to be developed across the UK. Around
one-quarter of CCGs were reported to be using a RMC in 2014, of which 64% had been set up since
2010 and 21% since CCGs took control of commissioning in 2013.221 Their continued popularity in the
absence of supportive evidence raises questions regarding the rationale behind their implementation.
The epitome of a complex intervention, RMCs rely on human agency and the actions of multiple
stakeholders to make them work, require a sequence of intervening processes to occur before they achieve
their ultimate outcome and, furthermore, have a tendency to adapt and evolve over time.222 Indeed, a
recent review of demand management interventions demonstrated that such programmes require
concomitant changes at all levels of the health system to make them work effectively, and that they
inevitably evolve over time as stakeholders make changes in response to experiences of what does and
does not work on the ground.223
This study sought to gain a better understanding of the inner workings of RMCs and the factors
contributing to the achievement of their goals. To begin to understand this complexity, we have drawn on
the principles of realist evaluation,224 an approach premised on the idea that complex interventions
represent theories (held by those designing and implementing them) regarding about how best to remedy
a particular problem and how participants are likely to respond to the solutions offered. Although a
full-scale realist evaluation of RMCs (involving developing, testing and refining theories, to explain why
they work in some circumstances and not others) was beyond the scope of this study, we sought to
engage in the first stage of this process, that of eliciting programme theories (the ideas and assumptions
about what a programme is intended to achieve and how it is supposed to work). In so doing, we aimed
to identify the key issues to be considered when establishing or evaluating such schemes.
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Methods
The study took place at four RMC sites in dispersed geographic areas in England. Sites were identified
through speculative e-mails based on an internet search. Advertisement in the GP press yielded no further
responses. All sites expressing interest were included.
Sampling and data collection
Purposive sampling was used to select participants involved in the commissioning, set-up and running of
the identified RMCs and GP referrers. The study sought to include clinicians and managers with a variety of
roles to gain a wide range of perspectives. Individuals fulfilling these roles were approached via an e-mail
describing the purpose of the study and inviting them to participate. In-depth interviews were conducted
by two researchers (SB and MR) at the participant’s workplace or by telephone, between July 2013 and
May 2014. Verbal consent was sought for participation and audio-recording of interviews. A common
interview guide was used for each interview, although emphasis was placed on allowing participants to
talk from their own perspective. The questions were designed to understand the intended aims of the
schemes, how stakeholders felt about the schemes and what had worked well and less well with respect
to their implementation. The topics covered included the design of the RMC; its aims; changes in the
scheme since it was initiated; acceptability to a range of stakeholders; outcomes; and local context. The
interviews took the form of a guided conversation, during which programme theories relating to RMCs
(identified through relevant literature and through preceding interviews) were explored. The interview
schedule therefore developed iteratively (for the interview topic guide see Appendix 4). The interviews
were transcribed verbatim and anonymised through the removal of references to identifiable names
and places.
Data analysis
Thematic analysis of the data was conducted based on the principles outlined by Boyatzis.225 The
transcripts were read and reread and ‘codes’ were applied to meaningful sections of text. Codes were
derived inductively from the data and as analysis progressed these were organised into overarching or
organising themes using NVivo 10 software (QSR International, Warrington, UK). Data within themes were
scrutinised for disconfirming and confirming views across the range of participants. Analysis was led by SB
in regular discussion with MR. Emerging findings were also shared with members of the study advisory
group for comment.
Based on advice from the National Research Ethics Service and Cambridgeshire Local Research Ethics
Committee, the study was deemed a service evaluation and we did not obtain formal ethics approval,
although we sought to adhere to good research ethics practice throughout.
Results
Two interviewers conducted 18 interviews relating to four sites. Between three and six respondents were
interviewed at each site, drawing from the groups described above. Table 19 provides a summary of the
characteristics of the schemes included and the candidates interviewed.
The four interventions included in the study all had among their aims the reduction of referrals to
secondary care and shared a number of features: providing a central point of contact for GPs and service
providers with regard to referrals; managing referrals to a wide range of specialties; collecting and
analysing data; and providing feedback and education to GPs. There were also considerable differences
between the schemes with respect to scale, the model used for clinical triage and the role played in
managing appointment bookings and in diverting referrals.
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TABLE 19 Characteristics of RMCs and interviewees
RMC Key features
Interview
number
Interviewee
characteristics Role in RMC
A Functions: clinical triage by GPs with additional
expertise and allied health professionals; reviews
referrals from 30 specialties; referrals diverted to
community service, returned to GP with advice or
sent on to acute trust; manages patient bookings
through ‘Choose and Book’ process; provides
individual-level advice and guidance to GPs,
monthly referral reports and live access to
referrals data; broader educational function
Organisation: provided by existing out-of-hours
provider and software specialist; covers three
CCGs, 95+ practices, 70,000 referrals; practices
pay based on patient list size; operating
2010–present; patient booking originally provided
out of area but now commissioned locally
A1 GP with managerial
responsibility, director of
RMS provider organisation
Set-up and
running
A2 Manager, CCG Commissioning
A3 Two managers (joint
interview), RMS provider
Set-up and
running
A4 GP User only
A5 GP User only
B Functions: clinical triage by GPs; referrals diverted
to community service, returned to GP with advice
or sent on to acute trust; reviews referrals from
selected specialties; manages appointments
booking (not linked to ‘Choose and Book’);
collects data to inform commissioning; limited
individual-level feedback; educational sessions
and newsletters
Organisation: provided by existing out-of-hours
provider; covers one CCG, 70+ practices; funded
by CCG – cost per letter triaged; operating
2010–present; began as purely administrative
with later introduction of GP triaging
B1 Manager, CCG Running (contract
monitoring)
B2 GP with managerial
responsibilities
Commissioning/
set-up
B3 GP with managerial
responsibilities
Running (contract
monitoring) and
user
B4 GP with managerial
responsibilities
Development,
running and user
B5 GP with managerial
responsibilities, also
employed by RMS
provider
Set-up and
running, GP
triager and user
B6 GP User only
C Functions: no clinical triage by RMC staff;
consultant triage commissioned from secondary
care; following consultant triage referrals to
selected specialties diverted to community service,
returned to GP with advice or accepted by acute
trust; non-clinical staff at RMC manage patient
bookings through ‘Choose and Book’ and the
process of sending referrals for selected
specialties for consultant triage; collects data
to inform commissioning; data reports at
GP/practice level; internal peer-review and
educational sessions
Organisation: provided by existing educational
services provider; covers one CCG, < 20 practices;
funded by CCG – unit cost per triaged and
non-triaged referral; operating 2012–present;
began as purely administrative with later
introduction of consultant triage element
C1 Manager, RMS provider
organisation
Set-up and
running
C2 Manager, CCG Commissioning
and set-up
C3 GP with managerial
responsibility
Set-up, running
and user
C4 Practice manager, also
involved in management
of RMS provider
organisation
User, set-up and
running
continued
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The interviews conducted provided a rich source of data. Stakeholders described a range of different aims
(programme theories) that were often present in the same RMC, and both aims and functions evolved or
were reprioritised over time (see the following section). In addition, three themes were identified that
related to the context in which the programmes were implemented: the impact of practical and
administrative difficulties; the importance and challenge of stakeholder buy-in; and the dependence of
perceived effectiveness on the aims and priorities of the scheme (see The impact of practical or
administrative difficulties, The importance and challenge of stakeholder buy-in and sustaining relationships
and The dependence of perceived effectiveness on the aims and priorities of the scheme).
The diversity and evolving nature of the aims and functions of referral
management centres
Referral management centres had a wide range of aims and
programme theories
The RMCs included in this study were selected on the basis that they aimed to reduce referrals. In all cases,
however, this was just one of many inter-related aims articulated (summarised in Figure 2). At the highest
level, interview data indicated that the broad aim of the schemes was to ensure the best use of limited
resources, under which three chains of more specific subaims were described, highlighting the ways in
which this could be achieved: quality improvement, reduction in referrals to secondary care and increased
efficiency in the referral process.
With respect to quality improvement, interviewees described how RMCs aimed to collect and analyse data
on referral quality and, based on the understanding gained, to standardise referral processes, educate GPs
and implement primary care pathways. Desired outcomes included improvement in the quality (and
reduction in the variability) of referrals and, in turn, improvements in the quality of patient care, with
patients seen ‘in the right place, at the right time, and by the right clinician or specialty’ (B4, GP with
managerial responsibilities), ensuring that ‘when they’re sitting in front of that person, that person has
everything that it’s reasonable and possible for them to have in order for them to treat that patient
appropriately’ (B1, manager).
TABLE 19 Characteristics of RMCs and interviewees (continued )
RMC Key features
Interview
number
Interviewee
characteristics Role in RMC
D Functions: clinical triage by GPs and nurses under
supervision; focus on changing referral behaviour
through feedback and education; no diversion of
referrals, GP retains responsibility for referral
destination; no management of patient bookings;
collects rich data; provides individual-level
feedback on referrals, weekly ‘top-tips’, access to
detailed referral data; broader educational
function
Organisation: provided by Community of Interest
Company set up specifically to deliver RMS;
covers one CCG, opt-in required – 16/24
participated; operating 2010–13 – contract not
continued
D1 Manager, RMS provider Set-up and
running
D2 GP with managerial
responsibility, CCG
Commissioning
D3 GP, also employed by
RMS provider
GP triager and
user
RMS, referral management service.
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In order to change patterns of referral, interviewees described how RMCs aimed to collect rich data on
referral patterns, to inform the development of alternative, more cost-effective models of service delivery to
meet identified local needs, to divert referrals to alternative services (such as lower tariff community
services) and, in so doing, to reduce referrals to secondary care. Also described was the expectation that
improving referral quality would also result in fewer referrals, with the aim of educating GPs to provide
‘better quality letters where more information was there, and therefore justifying more effectively, the
reason for the referral’ leading to GPs ‘doing more in the general practice setting’ (D3, GP triager).
Finally, to make the referral process more parsimonious, RMCs aimed to centralise referral and
appointment booking processes, to hold comprehensive and up-to-date knowledge on available provider
services, to reduce the (administrative and knowledge seeking) burden on referring GPs and, through these
measures, to increase the efficiency of the referral process.
Interviewees described a complex network of aims and underlying tacit assumptions regarding how the
achievement of one aim depends on the delivery of another.
[The aim was] to improve the quality of referrals, to reduce unwanted variation and to trust that by
doing those two things an unplanned consequence would be [. . .] a reduction in
unnecessary expenditure.
D1, manager, RMC provider
Yeah, certainly my thrust has always been about improving the quality [of referrals] [. . .] They can’t try
and address the referral problem and not raise the quality of primary care.
A2, manager, commissioning, CCG
Overarching aim
Desired outcomes
Intermediate
outcomes
Process
implementation
Data collection
To improve quality of
patient care
To improve referral
quality
To standardise
referral processes
To educate GPs and
change referral
behaviour
To performance
manage GPs
To inform the
development of
alternative models of
service delivery
To implement
primary care
pathways
To centralise referral
and appointment
booking processes
To provide
comprehensive and
up-to-date
knowlege on
available services
To collect and
analyse data on
referral quality
To collect and
analyse data on
referral patterns
To make best use of limited resources
To divert referrals to
alternative services
To reduces referrals to
secondary care
To increase efficiency
of referral process
To reduce burden on
GPs
FIGURE 2 The aims and functions of RMCs, based on interview findings.
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The weight given to the different aims varied significantly, not only between schemes but also between
stakeholders within the schemes. While one GP user of a scheme (B6) perceived the aim to be to ‘save
money on referrals into secondary care’, a manager involved in its commissioning (B1) was clear that it
aimed ‘to collect data on why patients are referred’ to inform how best to ‘shape services for the future’.
Similarly, a manager for a RMC provider organisation described a mismatch between commissioner and
provider expectations.
[The CCG] saw the RMC as a way of reducing referrals, therefore reducing costs. So I had to explain to
them ‘you’re not going to reduce costs by just commissioning a RMC in isolation’, for starters. [. . .]
you will only reduce costs by commissioning community pathways at a reduced tariff. [. . .] I have
to be very clear when commissioners come to us about what their expectations are of a referral
management centre [. . .].
C1, manager, RMC provider
Referral management centres evolved substantially over time
Not only did the aims of the schemes (or the weighting of them) vary between sites and between
stakeholders, but interviewees also reported that they had evolved over time, dependent on changing local
priorities and on the successes already achieved.
So the idea has changed as the service changed. They were initially collecting that data [on referral
quality] and being able to present that [to practices] and want to possibly performance manage
GPs. [. . .] but more recently it’s been about making sure that patients, are seen in the right place,
so not going into inappropriate clinics. Not going to clinics with investigations that could have been
done in primary care, having to be done again in secondary care. It’s about improving the patient
experience, that’s the intention.
B3, GP with managerial responsibilities
Interviewees described how the functions of RMCs had evolved considerably since their initial
implementation, in response to changes in aims and local context. For example, for two of the schemes
(RMCs B and C), data collected were reported to have informed the development of new community
services, which in turn led to a need for the introduction of clinical triage (to divert referrals appropriately).
. . . first of all [. . .] we’d look at which specialties we thought would benefit from a community
pathway, then we had to bring in the triage so it could be agreed which patients went into that
community pathway. [. . .] No changes have been made because the Gateway wanted change if you
see what I mean, they were all changes that were going on in the landscape with the CCG and the
GPs, the providers, and then the Gateway responds.
C1, manager, RMC provider
Also highlighted was the fact that evolution in the functions and processes of RMCs resulted from efforts
made to overcome identified challenges, for example to respond to GP concerns or iron out administrative
glitches. For RMC A, for example, the bookings management element of the scheme was originally
provided by an administrative team some distance away from the CCGs served, but, for issues of cost and
the acknowledged benefits and increased acceptability of using staff with local knowledge, this was
relocated in the CCG area.
The capacity to evolve was described by several participants as key to the success of RMCs.
[. . .] if it’s going to be a success, it needs to evolve, [. . .] you can start off with something but if it stays
the same, then I think in the case of ours, we’d be having problems with it; whereas as it’s evolved it’s
been able to respond to the needs of firstly the PCT and now the CCG.
B2, GP with managerial responsibilities
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One interviewee acknowledged that, by encouraging appropriate referral behaviour on the part of GPs,
RMCs might find that they were no longer needed.
[. . .] once the provider landscape has settled down, and people are much clearer about what they
should be managing, and what they shouldn’t be managing, and what they should be sending, and
what they shouldn’t be sending. If all that were in place, we might not need an RMS [. . .] it might not
be something that we’ll have forever.
B1, manager, CCG
The impact of practical or administrative difficulties
Participants reflected on how practical issues had a profound impact on the functioning of the schemes,
with difficulties often attributed to the need to manage evolving or unclear aims and functions.
Software and system limitations
System design and information technology (IT) compatibility issues were reported to present a major
challenge. Both a lack of clarity in aims and changes in the primary function of RMCs (e.g. from administrative
to clinical function) presented IT challenges, with adaptations of software for new purposes causing difficulties
for data capture and issues with the subsequent quality (and hence the utility) of the data collected.
I think that the problem was that the original set-off of the RMS, being admin managed, had a
database that was designed to manage from the admin point of view. [. . .] So the clinical steps that
were taken have been put on top of the old admin database. [. . .] the impact that that made meant
that data protection was a bit harder, but also that audit of clinical information was harder.
B5, GP with managerial responsibilities, and GP triager
[. . .] it was an aspiration really, saying ‘we will use this data for commissioning intentions,
commissioning purposes’. However, on looking at it, we’ve seen a few issues in the data quality, so
we’re not prepared to use that as a reliance really. It’s good at giving a ball-park at the moment but
we’ve tasked our data teams [at the CCG] to start, well, continue looking at it with them and get
them up to speed as to what exactly we’re wanting to get out of it.
C2, manager, CCG
Some features of clinical and administrative IT systems were highlighted as being important enablers of the
schemes and, conversely, their absence was highlighted as disadvantageous. For RMC B, the lack of a facility
for GPs to carry out triage remotely was cited as a reason for difficulties experienced in recruiting local GP
triagers, which in turn was reported to reduce the credibility of the scheme, thereby affecting GP buy-in.
Contract and capacity issues
A number of interviewees described difficulties with successful contracting of RMC services and managing
capacity within RMCs, in the context of continual and unpredictable changes in service structure and
demand, with the potential to have a negative impact on both the sustainability of the scheme and the
quality of patient care.
[. . .] more triage specialties were brought in [. . .] That did result in a number of changes to process
[. . .] The team kept saying ‘you are adding extra steps in, you are increasing the risk of delays’,
because it took longer to invest the time to do each referral. [. . .] But that was the way the
commissioners wanted it. So we were taking longer to process the referrals, the [RMC] team doubled
in size [. . .], which meant a lot of new members joined it and then it’s a 5-week training programme,
so that hindered progress. And the activity levels started to rise too. So the combination of all those
factors made it very difficult for the team to keep up with the volume that was coming in and a
backlog started to generate.
C4, practice manager also involved with RMC
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The importance and challenge of stakeholder buy-in and
sustaining relationships
The most frequently cited challenge to the success and sustainability of RMCs was the need to achieve and
sustain buy-in from the various stakeholders (commissioners, RMC providers, acute and community service
providers and, perhaps most importantly, referring GPs) on whose collaboration the proper functioning of
the schemes depends.
Establishing shared vision
Both commissioners and providers of RMCs described a lack of clarity in the aims at the outset, with one
interviewee commenting that those developing the RMC had been ‘shooting in the dark’ (C1, manager,
RMC provider). Also highlighted was the challenge of managing the differing priorities of commissioners
and referring GPs, and communicating effectively to sell the concept to all involved.
We had to speak a little bit with fork tongue [. . .] They [the CCG] were most interested in reducing
the referrals but we said to them that, ‘if we speak to our constituency [GPs] about that subject we
will get yawns and non-participation’.
D1, manager, RMC provider
Unclear and poorly communicated aims were associated with a perceived lack of awareness among
referring GPs regarding the purpose of the intervention and of their role in it.
If I was going to do this again, there would be a huge advertising campaign [targeting referring GPs],
so to speak, actually saying what the intentions are [. . .] I don’t really think that many of my
colleagues really had a grasp of that at the beginning.
B5, GP with managerial responsibilities, employed by RMC as triager
As time’s gone on I think I’ve understood the aims, but it hasn’t been clearly set out by the RMS.
I think I’ve learnt through the process what the aims are, but that’s my idea of what it is. I haven’t
ever received anything from the RMS to say this is what we’re trying to do.
B6, referring GP
A lack of early and effective involvement of GPs in the development of the aims of RMCs and a perception
of being ‘told what to do’ (B6, GP) was reported to contribute to misinformation and distrust and,
consequently, resistance to engagement with RMC processes.
[. . .] if I had a conversation with doctors about actually what it is that we’re trying to do, then I often
find that people are much more ready to come on board, more aware of the process. And that
one-to-one dialogue, it would be much better if that dialogue had been done at an earlier phase.
When you have misinformation out there, then it pollutes what people actually think and turns it into
a purely financial-driven motive and actually the points about improving patient care, reducing waiting
times and saving money at the same time will get missed.
B5, GP with managerial responsibilities, employed by RMC as triager
Sustaining engagement
Participants described a wide range of measures implemented to keep GPs on board (Table 20).
The evolving nature of RMCs, however, was reported to present significant challenges, with rapid and
widespread changes occurring simultaneously in many different referral pathways, leading to frustration
among referring GPs unable to keep up.
[. . .] the rules changed. I think, initially, it was some clinics, then it was other clinics and then it was
everything and it was keeping up with their change [. . .] As they were developing, we were trying to
understand what they were doing.
B6, referring GP
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Clarity and parsimony of referral processes were described as important factors influencing GP support.
[. . .] the advantage is that now we don’t do Choose and Book it is a lot more straightforward at that
interface with the patient; [. . .], so we saved a lot of time.
A4, referring GP
[. . .] as a GP I don’t want to be thinking about a lot of different pathways. Ideally I want to try and
keep it down to as little as possible, so you know the more the RMC does, the better, because you
just, you end up sending 90–95% of your referrals to the RMC and you don’t have to think about it
after that.
C3, GP with managerial responsibility
Maintaining quality and safety in patient care was considered paramount to ensuring continued
engagement. The potential for introducing delay into the referral process was acknowledged as a serious
threat to the acceptability of the schemes.
We knew that the whole systems would start falling apart if clinical safety and quality fell apart [. . .]
When GPs heard about it [breaches in agreed turnaround times for referrals] . . . I mean it wasn’t kept
secret . . . then it was that loss of faith in something [. . .].
B2, GP with managerial responsibilities
Respecting general practitioner autonomy and responsibility
A major stumbling block in selling the concept of RMCs to GPs was the perception that such schemes
present a challenge to clinical autonomy, the avoidance of which was cited by interviewees across all the
included schemes as an important consideration in the design, implementation and sustainability of the
TABLE 20 Approaches to achieving and sustaining buy-in to RMCs from referring GPs
Challenges Approaches to achieving and sustaining buy-in from referring GPs
Lack of awareness among referring GPs of
the aims and purpose of the scheme
Engaging GPs in dialogue during the development of the scheme
Practice outreach through roadshows/practice visits
Opportunity to be involved as a triager
Regular newsletters/educational sessions on common referral issues
Cynicism and mistrust among GPs with
respect to the achievements of the scheme
Piloting systems and presenting evidence of success
Performance management of RMCs to ensure that quality of patient care
is not affected
Resistance to changing referral behaviour Offering incentives for referring through the RMS
Presenting bespoke data to practices at level of individual GPs to enable
benchmarking
Frustration with bureaucracy Ensuring parsimony in administrative processes, e.g. evolving to include all
specialties
Ensuring GPs are kept up to date with changes to processes through
regular communication/newsletters, etc.
Challenge to clinical autonomy Moving from purely administrative to clinical triage [based on the
assumption that feedback from a fellow clinician would be better received
than that from ‘some manager or clinical person’ (interview B4)]
Taking the approach of changing referral behaviour through education
alone (with GPs retaining ultimate responsibility for referral destination)
Providing feedback to GPs on their referrals that supports education and
learning
Ensuring that the tone of this feedback is moderate and advisory
RMS, referral management service.
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initiatives (as outlined in Table 20). Even with respect to the RMC, however, this took a purely educational
approach, with GPs retaining responsibility for the referral destination; interviewees described the
challenges associated with GPs’ resistance to negative feedback.
[T]he tone in which the triagers rattled their notes into the computer, when they were finding a
referral not as good as it might be, was not always as diplomatic as it could be. [. . .] we had to put
that text through a moderator who would change all the language so that there were no [. . .]
unnecessary spikes in it, [. . .] We train them [GP triagers] all in how to do that.
D1, manager, RMC provider
[T]here is rivalry in primary care. We all like to feel our practices are the best practice [. . .]. I know that
a number of practices were being contacted fairly frequently [. . .] they hadn’t done this, that or the
other; and I think that some practices didn’t like that and left, which were the very practices one could
say that really required that support.
D2, GP with managerial responsibilities
The dependence of perceived effectiveness on the aims and priorities
of the scheme
All interviewees reported that the RMC they described was successful with respect to at least one of its
aims. The perceived effectiveness of the schemes, however, varied by stakeholder and according to how
the aims and priorities were specified.
[. . .] if you say that the initial thing that a referral management service set out to achieve [was] the
information, and where were the key areas that had the highest number of referrals, actually it
achieved that [. . .] [I]t was then set up to say ‘well, if you have that data is there actually anything that
you can do?’ Now it didn’t say you’ve got to do this, ‘cause actually that would have tied its hands
and you would have had either failure or success. So because it wasn’t tied down too much, you were
then able to move into the next phase [. . .].
B2, GP with managerial responsibilities
Different measures of success for different stages of referral management
centre development
Perceived success achieved in relation to the aims set out in Figure 2 could be seen to reflect, to some
degree, the maturity of the scheme, as, for example, effective data collection and analysis was a
prerequisite for the implementation of processes to achieve the specified intermediate and desired
outcomes and move towards the overarching aim to ensure best use of NHS resources. Interviewees
tended to report greater difficulties in measuring achievements against (and were less confident in their
claims with respect to) higher-level goals, with success claimed less consistently, reflecting marked
disagreements between stakeholders (as illustrated in Table 21).
For all schemes, RMC providers and commissioners expressed with varying degrees of confidence that
referrals to secondary care were being curbed by the schemes. The calculation of efficiency savings,
however, was reported to be a highly complex process, requiring sophisticated analysis, the factoring in of
costs of running the RMC, the provision of alternative services to which referrals were diverted and
possible disinvestments in secondary care. Providers and commissioners described the challenges of both
calculating savings and communicating the findings, which were, thus, open to interpretation.
[. . .] we’ve got a schedule [for calculating savings] [. . .], in the absence of anything more specific,
we’re trying to quantify it that way. Now whether there’s a better or more sophisticated way of doing
it, I don’t know [. . .] I think we’ll always be looking at our data, and how it’s presented, and whether
there’s a more accurate way of looking at things. But, I think on the whole it’s convincing people that
it’s a good thing, and it’s the right thing.
B1, manager CCG
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TABLE 21 Perceived success of RMCs in relation to specified aims
Focus of aim Outcome RMC A RMC B RMC C RMC D
Overarching
aim
Better use of
resources
✓ (A1, A2, A3) ? (B1, B3)
Too soon to draw
conclusions
? (C2)
Too soon to draw
conclusions
✓ (D1, D3)
✗ (D1, D2, D3)
Commissioner
not convinced by
figures
Desired
outcomes
Improved quality
of patient care
✓ (A1, A3, A5)
Patients generally
unaware
✓ (B2, B5)
Community clinics
offer convenience
and shorter waiting
times
✓ (C1, C2)
Quicker referral
times
More time and
information
available to support
patient choice
✓ (D1, D3)
Patients unaware
RMC highlights
cases that should
be upgraded to
urgent✗ (A2, A5)
Occasional restricted
choice for patients
Concern about
quality of
community service
provision
✗ (B2, B3, B4, B6)
Reduced patient
choice
Referrals sometimes
get lost
Reduced referrals
to secondary care
✓ (A1, A2, A4)
Up to 15%
reduction
✓ (B4)
8% reduction
? (C2)
Not a significant
impact but too
soon to tell
✓ (D1, D3)
✗ (D2)
Commissioner
not convinced by
figures
Improved
efficiency of
referral process
✓ (A2, A3, A4, A5) ✓ (B3, B6) ✓ (C1, C2, C3, C4) N/A
✗ (A1, A2, A5)
Some duplication of
work due to
administrative
glitches
Teething trouble
with IT/systems
✗ (B1, B2, B3, B4)
Some issues with
undercapacity and
turnaround times
Some duplication
of work
✗ (C1, C3, C4)
Some issues with
undercapacity and
turnaround times
Issues with booking
management
system
Intermediate
outcomes
Improved referral
quality
✓ (A2, A3) ? (B1, B4)
Believed to be
reducing variability
in referrals
? (C1)
Anecdotally, fewer
rejections from
providers
✓ (D1, D3)
Diversion of
referrals to
alternative
services
✓ (A2, A4) ✓ (B3, B5) ✓ (C3) N/A
Reduced burden
on GPs and
practice staff
✓ (A4, A5) ✓ (B3) ✓ (C1, C2, C3, C4) N/A
continued
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The trouble with differing priorities
Effectively communicating success and a shared vision of what this looks like for a particular scheme was
held by many to be essential for the scheme’s survival. The provider of one scheme recounted how its
failure to meet the commissioner’s aim to centralise and standardise referral processes (owing to a number
of practices opting out), combined with a lack of confidence in the figures demonstrating cost-effectiveness,
meant that despite strong evidence of success (from the perspective of the providers) the contract for the
scheme was not renewed.
[The CCG] took the decision [. . .] that it was more important to bring all the practices together under
a common denominator, even if it was the lowest common denominator, rather than to [. . .]
look at the evidence and purchase that which is known to be effective. We were bitterly, bitterly
disappointed . . . [. . .] we were very well resourced, we fulfilled all our expectations, we got going, we
saw the curve beginning to bend [. . .] The big, big problem was that we as leaders didn’t operate in
such a way that others felt drawn in [. . .].
D1, manager, RMC provider
TABLE 21 Perceived success of RMCs in relation to specified aims (continued )
Focus of aim Outcome RMC A RMC B RMC C RMC D
Process
implementation
Standardised
referral processes
✓ (A2, A3) Not mentioned in
data
✓ (C1, C2) N/A
GP education/
culture change
✓ (A1, A3) ✓ (B2, B4, B5, B6) ✓ (C1, C2, C3, C4) ✓ (D1, D2, D3)
Implementing
primary care
pathways
✓ (A2) ✓ (B1) ✓ (C2) ✗ (D2)
Did not effect
pathway change
as expected
Centralising
referral/booking
processes
Not mentioned in
data
✓ (B4, B6) ✓ (C1, C2) N/A
Providing
up-to-date service
knowledge
✓ (A1, A2, A4) ✓ (B1, B3) ✓ (C1, C2) ✓ (D3)
Informing service
development
Not mentioned in
data
✓ (B2, B4, B5, B6) ✓ (C1) Not mentioned
in data
✗ (C2)
Some concerns
regarding data
quality
Data Collection and
analysis of data
✓ (A2) ✓ (B2, B3, B4) ✓ (C3, C4) ✓ (D2, D3)
✓, One or more participants describe success in achieving the stated aim; ✗, one or more participants describe a lack of
success in or concerns regarding the achievement of the stated aim; ?, one or more participants describe being unsure or
not yet ready to reach a conclusion on the achievement of the stated aim; N/A, not applicable.
Participant identifier codes are provided in parentheses. Explanatory supporting examples are also provided. As RMC D did
not aim to involve direct management of referral process, participants did not describe achievement with respect to related
aims (thus coded as N/A).
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Discussion
Summary of findings
Professionals involved in the commissioning and provision of RMCs, and GP users of the schemes,
described the wide range and evolving nature of their aims and functions. Practical and administrative
difficulties, compounded by the need for schemes to evolve to meet changing needs, were reported to
have a significant impact on their successful functioning. Achieving buy-in from, and sustaining
relationships between, RMC stakeholders was both challenging (partly as a result of a lack of clarity in
aims and implementation issues) and key to success. The perceived effectiveness of schemes, however,
was dependent on their aims and priorities. Many schemes were judged successful by those involved, with
reference to a range of outcomes (e.g. the collection of useful data, GP education and centralised and
streamlined referral processes), despite limited evidence of reduced referral rates or cost savings.
Strengths and limitations
This is the first qualitative study to focus specifically on functioning RMCs. Building on work exploring
approaches to referral management more broadly,194,198 this study includes successful and less successful
schemes and a wide range of stakeholders, sampled across and within RMCs of varying scope and
operational structure, allowing access to a broad range of perspectives, to explore the ways in which RMCs
are intended to work and to seek to understand challenges to implementation and factors influencing
perceived success. There are, however, a number of limitations. As only a small number of participants
were interviewed in relation to each of the schemes, some of the findings may represent idiosyncratic
views. In particular, it is important to note that many of the stakeholders interviewed had considerable
investment in the success of their scheme. Furthermore, the fact that our sites were essentially self-selected
means that they may not represent the experiences of a wider range of RMCs.
Discussion of findings
The wide range of aims and diverse models of operation of RMCs highlighted in this study is in keeping
with observations previously reported in the literature.194,195,198 The evolving nature of RMCs has also been
noted.194,198 One effect may be that there is a feedback loop between the context in which the programme
occurs and the programme itself; so, being educated by the RMC on what is or is not appropriate to refer,
GPs learn what constitutes an ‘appropriate’ referral or learn about additional facilities available in the
community, and begin to send referrals that are more in line with what providers perceive they should be
receiving. This in turn means that fewer referrals are diverted or rejected by the RMC, which can lead to a
revision of the aims and function of the RMC.223 The evolution of aims was also reported to influence the
type of information that the RMC required, so, as functions evolved, IT systems sometimes made it more
difficult to collect the data that RMCs needed to fulfil their renewed functions. Our finding that the aims
of RMCs evolved over time is consistent with the tenet of realist evaluation that complex interventions
are not universally successful but have a pattern of different outcomes depending on context. The
consequence of this is that it may be difficult to precisely measure whether or not the intervention was a
success if it is not clear either what the criteria for success are or that there are multiple criteria for success,
some of which are more valued by one set of interests than by another. This means that one group of
stakeholders can describe the RMC as a success by selectively focusing on one set of criteria and
ignoring others.
The importance and challenge of stakeholder engagement in ensuring the success of RMCs has been
highlighted in previous studies, with a clear focus on quality194 and the provision of good data198 identified
as important ways to overcome cynicism and mistrust and to generate support. A key difference between
the findings of this and other studies, however, is that concerns expressed about the centres with respect to
issues such as introducing delays in treatment, interfering with the GP’s clinical judgement and restricting
patient choice194,195,198 emerge as challenges to be overcome rather than inherent flaws in the functioning of
the schemes. Our findings are consistent with those of Pawson et al.,226 which show that clinical buy-in is
gained if clinicians are given the power to have significant control over the aims and functioning of the
RMC, which in turn means that the RMC’s remit meets clinical interests rather more than managerial ones.
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Our findings are also consistent with work that shows the tension between the managerial and clinical roles
being adopted increasingly by clinicians following the most recent NHS reforms.227 Sometimes, two sets of
interests appeared to jar against each other, leading to a lack of clarity and confusion about the aims of the
RMCs and potentially hindering their functioning. While GPs were in general sceptical and sometimes
resistant to feedback, how feedback was given appeared to have a significant impact on how GPs
responded to RMCs. Feedback could foster GP engagement when provided in a constructive or educational
way, but lead to disengagement if provided in a critical or punitive manner.
With respect to the success or effectiveness of RMCs, this study was not designed to identify the impact of
RMCs on patterns of referral. Nevertheless, reflecting the limited and equivocal published evidence from
elsewhere on the effectiveness of RMCs,194,195,198 in most sites we found that interviewees were hesitant to
draw conclusions with respect to the ability of the schemes to deliver on the aim to make better use of
resources. This hesitancy appeared to result, in the main part, from the difficulties described in calculating,
interpreting and communicating efficiency savings, requiring complex analysis, taking into account a
broad range of outcomes and associated costs and savings (costs of running the RMC, the provision of
alternative services to which referrals were diverted, and possible disinvestments in secondary care). For all
of the RMCs, at least one stakeholder described improved patient care as an outcome, and a reduction in
referrals to secondary care was reported for three out of four schemes. However, the leap required to
explain how this represented better use of resources overall was seldom made, despite this being reported
as an explicit aim by one or more stakeholders for all of the RMCs. In addition, the common sentiment
that it was too soon to draw conclusions could be seen to reflect the fact that it takes time for the effects
of the RMC to filter through to the wider use of resources in the health system and that a number of
schemes had been up and running for only a relatively short period of time.
As well as considering the impact of RMCs on referral patterns, previous research has also suggested that
such schemes improve referral quality;228 in keeping with this, our data suggest that the perception that
RMCs improved referral quality was widely held by a range of stakeholders. This is an area in which further
research is clearly needed. In addition to understanding the overall impact of RMCs on patterns of referral,
it is important to determine their impact on GPs’ decisions on whether or not to refer, which type of
clinician the person needs to be referred to and which local services can provide that care.
Implications for practice
The findings of this study have a number of implications for the development of similar schemes.
First, clarity of aims and shared understanding between stakeholders are essential to get engagement and
buy-in, and this necessitates the early involvement of GPs in the development of the schemes. Second,
although indicators of success should be agreed between stakeholders from the outset, it needs to be
acknowledged that schemes are likely to change over time. Third, the evolution of schemes needs to be
anticipated and plans need to be made for potential modifications to referral processes, including IT
systems, and for the effective communication of changes to relevant stakeholders.
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Chapter 4 In-house review of referrals
(substudy 2)
Introduction
In-house referral systems rely on some form of internal peer scrutiny of referrals within a general practice
before the referrals are sent on to secondary care. These schemes have some elements in common with
the other two types of scheme described in Chapters 3 and 5, in that they are designed to limit referrals
and practices may receive a financial incentive to take part in the scheme. However, they differ in that
the process is internal to the practice and involves discussion of referrals between GPs working in the
same practice.
Peer review of referrals can take a number of forms, including obtaining a second opinion on the patient
from another GP prior to referral,191,192 discussing the appropriateness of referrals on a weekly basis179 and
individual GP reviews of each other’s referral letters.229 Based on the evidence available, comparing a
number of different referral management approaches, Imison and Naylor concluded that ‘Peer review and
feedback alongside the use of guidelines and structured referral sheets appears to offer the greatest hope
of a cost-effective approach to referral management’.194 However, as set out in Chapter 2, there is limited
published literature on this topic.
Give the paucity of published literature, our aims in undertaking this substudy were to study a number of
schemes currently in operation in GP practices. The specific aims of this substudy were:
l to describe the schemes which have been implemented and the aims of these schemes
l to describe the positive and negative outcomes from such schemes, as perceived by those working in
the practice
l to describe the potential effectiveness of the schemes in reducing unnecessary referrals to
secondary care.
Methods
The purposive sampling of CCGs or practices operating peer review of referral schemes was done through
searching the internet and recommendations from members of the project team, advisory board and
interviewees to whom we had already spoken. We also invited responses from those involved in such
schemes by advertising in Pulse magazine; however, we received no response to this advertisement.
In each CCG or practice identified, we contacted a CCG or practice manager with the request to interview
three participants in the scheme, including, ideally, someone with management responsibility for setting up
or running the scheme and two GPs who took part in the scheme. Participants were informed by e-mail
about the study, and consented to take part in an interview. Interviews were conducted face to face
(n= 2) or by telephone (n= 8) according to convenience and participant preference, with each interview
lasting approximately 30 minutes. Permission was sought to audio-record the interview and informed
consent was recorded verbally. The interviews were conducted following an interview schedule, which
included questions about the design of the system of peer review of referrals, the aims of the scheme, any
changes in the scheme since it was initiated, acceptability, outcomes and local context. The full interview
topic guide is included in Appendix 5.
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The interviews were transcribed verbatim and transcripts were kept on a secure server with restricted access
only to the core research team. The transcripts were read and reread and coded manually by a single
researcher. Initial codes were drawn from the interview topic guide and additional codes were added as
they emerged from the data. As analysis progressed these codes were organised into overarching themes.
Based on advice from the National Research Ethics Service and the Local Research Ethics Committee, the
study was deemed service evaluation and we did not obtain formal ethics approval, although we sought to
adhere to good research ethics practice throughout.
Results
The peer-review schemes
We interviewed stakeholders of three different peer review of referral schemes. Schemes 1 and 2 were
implemented at GP practice level, and, in each of these, three interviews were conducted with GPs working
at the practice. The third scheme studied was discussed at the CCG level, and here peer review of referrals
within individual practices was one element of a wider CCG-level referral management initiative which also
included the introduction of a RMC. In this third scheme, four interviews covered the referral management
initiative as a whole, and discussion of peer review of referrals formed a section of these interviews. These
four interviews were conducted with a manager at the RMC provider organisation, a manager at the CCG,
a GP with managerial responsibility at one practice and a practice manager at a second practice.
Each of the three schemes studied conducted peer review of referrals in a different way. The key
characteristics of the approaches to peer review of referrals at the three schemes are summarised in Table 22.
Across all of the schemes, the management of the patient was discussed with GP colleagues, and changes
to the initial referral plan were suggested where needed. Changes might include a change to the referral
pathway such as referral to a local GPwSI or another GP in the practice, or suggestions of further
treatment by the GP before referral. The peer review also allowed the team to make sure that referrals
were in line with the local system guidance and any pre-set thresholds, for example conditions that needed
be met before patients would be considered for surgery.
TABLE 22 Overview of three different peer review of referral schemes
Referral scheme design Scheme 1 Scheme 2 Scheme 3
Initial referral decision Made by consulting GP Made by consulting GP Made by consulting GP
Referral decision
documented
Referral letter Referral letter and pro forma Not known
Referrals reviewed All referrals not
categorised as urgent or
2-week wait referrals
All referrals not categorised
as urgent or 2-week wait
referrals
Only those referrals for which
the referrer has doubts about
the need for referral
Referral review format Lunchtime meeting twice
per week, more flexible
review by partners
between meetings
Two GPs review the referrals
from the previous day each
morning
Informally on a daily basis or in
weekly practice meetings,
depending on the practice
Reviewers All present in practice
meeting
All GPs, two on each day Other GPs present at informal
meetings, e.g. coffee time, or
all present in practice meetings,
depending on the practice
Final decision-maker Reviewers Consulting GP Consulting GP
Time scheme has been
in operation
3–4 years 7–8 years 1–2 years
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Aims
Although the aims of the schemes were relatively similar, there were differences in the way in which these
aims were perceived and communicated. In all schemes there was an aim to ensure that referrals were
appropriate. In some cases this was due directly to pressure from the CCG (formerly PCT) to reduce
referrals. In scheme 3 an additional aim of the overall referral management initiative was to increase
referral to community services, where appropriate, rather than referring to secondary care services.
The primary aim was to look at the pathways of care but particularly with a financial focus on it of
commissioning community pathways that were only at two-thirds of the tariff of the traditional
secondary care pathway.
Scheme 3, participant 1
In other cases, together with the need to use NHS resources appropriately, there were explicit aims of
improving quality for the patient, of ensuring that patient referrals went down the right route in order to
improve patient care and, possibly, of reducing delays.
Benefits
In addition to the reduction of inappropriate referrals, and hence cost containment, interviewees reported
a number of benefits from the peer review of referrals.
One major area of benefit of doing the scheme was in learning from the review process. GPs reported that
it enabled them to share experience between doctors and that it was educational, not only in terms of
understanding alternatives for addressing the patients’ needs, but also in that the process helped with
understanding the options for places to refer ‘it gets us better at sending them to the right place’
(scheme 1, participant 2). GPs were also able to learn more about the skills of others in their practice.
For some GPs it also ‘helped me appreciate that part of my responsibility is to manage the resources’
(scheme 1, participant 1).
A particular benefit was seen for trainees in the practice. The schemes enabled trainees to receive
feedback on the referrals that they made and was ‘another way of them being exposed to more and more
patients and the outcomes from looking after them’ (scheme 1, participant 2). One interviewee reported
that as a registrar she had found attending referral meetings very educational.
A further benefit was the increase in interaction with other GPs making for a more open atmosphere in
which people felt happy to ask one another’s advice. In scheme 1, in which referrals were discussed in the
practice meeting, the process had encouraged many more informal conversations, with doctors discussing
their patients with one another. It was suggested that this was in part because people wanted to avoid
their referrals being rejected at the meeting stage.
I think one thing that’s probably happening is a lot more corridor conversations, discussions in the
clinical meetings certainly; I’m thinking of referring this patient, what do you suggest I do; so on a
rather much more informal basis things get discussed.
Scheme 1, participant 2
In addition to the above benefits, in all schemes the GP practices were incentivised in some way to take
part in the referral scheme through a local enhanced service or other agreement with the CCG or Local
Commissioning Group (LCG).
Disadvantages
There were a number of disadvantages to introducing peer-review of referrals scheme, although most
interviewees appeared to feel that the advantages outweighed these. One disadvantage was the time
taken to review referrals. The time needed depended on the way in which the peer review of referrals was
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set up, with estimates of approximately 30 minutes of time for each GP each week, as well as the
additional administrative time required to process the referrals.
I often get home very late and I think to myself ‘well if we didn’t have this special meeting, I would be
able to get home to read my son a bedtime story’; and that’s the downside.
Scheme 1, participant 3
Another concern was the delay between making a referral and the letter being sent out. This delay
depended on the method used for review. In the case where all referrals were reviewed the following day
(scheme 1) the delay would be only 1 day, but it could be up to 1 week where referrals were reviewed at
meetings. However, this delay was thought to be low in comparison with the typical waiting time for the
outpatient appointment to take place.
In schemes 1 and 2, GPs reported that they sometimes felt a little uncomfortable, or simply that it was
daunting, making suggestions to a more senior partner.
[I]t was uncomfortable and really quite difficult to turn round to a senior partner and say, ‘well actually
have you tried this or that?’.
Scheme 1, participant 3
Impact of the scheme on patients
The impact of the scheme on the patient differed between the scheme in which the discussion of the
review group was final (scheme 1) and the other two schemes (schemes 2 and 3) in which the final
decision on whether or not to refer lay with the initial referring doctor. In scheme 1 GPs felt that the
application of the peer-review scheme meant that the process was not very patient centred, and they
described patients occasionally being upset when they were ultimately not referred: ‘probably once a
month or more patients get upset’ (scheme 1, participant 2). However, another GP commented that
patients generally understood when the process was explained. Interviewees also described how referring
to a decision made in a practice review meeting could be used to help maintain the relationship with
the patient, as the patient realised that decision came not from the individual GP alone, but from the
colleagues who had discussed the referral. One doctor commented, ‘I’ve learned some specific
communication skills around referral decision-making’ (scheme 1, participant 1).
In schemes 2 and 3, in which the review of referrals was used to provide advice and suggestions only, and
the decision to refer lay, ultimately, with the individual GP, there was much less of an impact on patients
and there was no mention of complaints from patients. GPs commented that patients were largely
unaware of the scheme unless it became necessary to suggest changes to their referral: ‘majority probably
not aware that there is a referral system in place’ (scheme 2, participant 1). In these cases patients were
often pleased that they were receiving additional attention: ‘They quite like the idea that their problem is
worth maybe a second or third opinion from another GP’ (scheme 3, participant 3).
Effectiveness
Interviewees’ opinions on the effectiveness of the scheme were obtainable for schemes 1 and 2, which
had been in place for several years. In both of these schemes, benefits were reported. In the opinion of
one of the interview participants from scheme 2, when the review scheme was initiated up to 20% of
referrals received useful comments through the review, and in scheme 1 up to 20% of referrals were
reportedly diverted or stopped. However, as the scheme has continued referral behaviour has changed and
the effectiveness of the scheme in terms of changing behaviour or making alternative suggestions about
referrals has gradually dissipated. In both cases the interviewees reported that < 5% of referrals now
needed advice about alternative procedures. A GP from scheme 2 commented that the process ‘could
be something that you don’t need to do forever’ (scheme 2, participant 1) once you had built in the
self-discipline of referring based on guidelines, referral thresholds and not referring unnecessarily.
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Integration with other referral management systems
In none of our cases was peer review of referrals the only referral management scheme in place. In
scheme 1, some referrals could be passed to GPwSIs, for example a musculoskeletal pathway and a mental
health pathway. In scheme 2, interviewees reported that musculoskeletal referrals were triaged by a
musculoskeletal group and ENT referrals were looked at by a GPwSI. In scheme 3, the peer review of
referrals preceded the direction of a large proportion of referrals to a RMC.
Discussion
This substudy showed potential benefits from in-house review of referrals. These included ensuring that
the most appropriate referral pathway had been selected and that local guidelines had been met, in both
cases by sharing knowledge of local options among GPs within the practice. In-house review of referrals
also had the benefit of increasing communication between GPs and opportunities to learn from each
other’s clinical practice. Interview participants reported that the main impact on referrals was in the early
stages of the schemes, with less impact as time went on (possibly because GPs gradually adopted common
standards and guidelines for referral).
There is a significant cost to in-house review due to the time required for review, especially where all
referrals are reviewed by another GP before being sent out of the practice. The three schemes considered
all included specific financial incentives for the practices to take part. However, the review of referrals
studied in this substudy would be less resource intensive than in-house referral of patients for a second
opinion, as tested previously.191,192
One of the benefits of group practice is the ability for GPs to learn from each other. However,
opportunities are limited during the busy working day. In-house reviews of referrals are one opportunity
for this learning to take place, either through discussion at team meetings or through the review of
outgoing referral letters.
Strengths and limitations
This was a small exploratory study of only three purposively sampled peer review of referral schemes.
The schemes investigated were found to work in different ways, and there may also be other variations
to the models presented here. We conducted three or four interviews per scheme, which included those
who had been responsible for setting up the scheme as well as those working within each scheme;
however, the small number of study participants means that the views reported here may not be
representative of other schemes. Future research would benefit from further examination of the data on
changes in referral numbers and destination over time (as well as other potential benefits such as
education), together with a more thorough assessment of the cost-effectiveness.
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Chapter 5 Financial incentives to reduce referrals
(substudy 3)
Introduction
In our original application, we identified a need to determine whether or not practices had explicit financial
incentives to reduce referrals, as this would present them with potential conflicts of interest in terms of
providing optimal care for their patients. We indicated at the time of the grant application that we were
not sure if such schemes would come into operation, although they have existed in other countries in the
past, for example during the initial introduction of the managed care schemes Health Maintenance
Organisations in the USA.230,231 However, the issue was important, as it was at least possible that general
practice incomes would in future in some way relate to the financial performance of CCGs. So, even if
there were no direct incentives to reduce referrals, it was possible that indirect incentives would exist as
they did in the time of GP fundholding, when individual practitioners were able to benefit financially from
reducing referrals, even though, in principle, ‘savings’ had to be spent on improving patient care.
Methods
When Quality Premium: 2013/14 Guidance for CCGs232 was published in 2013, it became clear that none
of the performance indicators being passed down from NHS England related to outpatient attendance
(in contrast to a focus on reducing inpatient care). It was, therefore, unlikely that we would find direct
financial incentives to reduce outpatient referrals being passed down to GPs.
We therefore contacted 12 CCGs to ask about financial incentives for GPs to reduce referrals. Four replied,
and two were willing to share the actual agreements they made with practices so that we could see how
referrals were being addressed in formal CCG–practice contracts.
Based on advice from the National Research Ethics Service and Cambridgeshire Local Research Ethics
Committee, the study was deemed service evaluation and we did not obtain formal ethics approval,
although we sought to adhere to good research ethics practice throughout.
Findings
The CCGs that replied all fed back information on patterns of referrals to their GP practices. This is a
continuation of feedback that all PCTs have been providing for several years. Feedback may or may not
include statistical analysis, such as funnel plots to identify practice outliers. None had or were planning to
have financial penalties or rewards relating specifically to reductions in outpatient attendance. However,
they all encouraged practices to look critically at their referrals, for example by regular in-house review,
though they were not generally associated with financial incentives.
Most frequently, the requirement to review referrals is not written into an agreement with the practice,
but we identified six LCGs within one CCG in which there were specific financial agreements relating to
reviews of referrals. We reproduce a summary of the criteria from these agreements in Box 1 as examples
of the types of behaviour which CCGs are trying to encourage.
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BOX 1 Criteria for financial agreements relating to reviews of referrals
LCG1
l Practices are required to comply with the CCG clinical thresholds policies for referrals, including, where
required, the proactive use of clinical pro formas. Practices should refer to the clinical thresholds policies
prior to referral, to ensure compliance.
l In addition, practices are required to actively review referral/secondary care utilisation data and to develop
specific action plans or submit queries via the LCG management team as appropriate. Trend over time data
will be provided by the LCG team on a monthly basis.
LCG2
The practice agrees to:
l receive and review practice specific referral, activity and budget monitoring reports each month, including
prescribing budget and performance information
l adhere to the LCG Prior Approval Policy for low-priority treatments/procedures, including completion of
threshold checklists and pro formas for conditions/procedures covered by the LCG referral policies, where
they exist.
LCG3
Member practices undertake to:
l develop and sustain a referral review system within the practice and be able to demonstrate that such a
system exists
l review monthly budget reports and data, validate as far as possible with the advice/support of LCG data
analysts and send queries to the LCG
l in the event of the data showing that a practice is an outlier, the practice should take action with the
collaboration of the LCG to analyse the data and produce remedial action plan if there is evidence of
inappropriate variation
l ensure that locally agreed referral pathways/thresholds and pro formas are readily available and used by all
clinicians working in the practice.
LCG4
l Member practices undertake to develop and sustain a referral review system within the practice and be
able to demonstrate that such a system exists.
l The practice will be set an objective based on their referral activity and will be asked to produce and
implement a plan to fulfil the objective as part of their Annual Plan.
FINANCIAL INCENTIVES TO REDUCE REFERRALS (SUBSTUDY 3)
NIHR Journals Library www.journalslibrary.nihr.ac.uk
76
Discussion
At present there appear to be no direct or indirect financial incentives for practices to reduce outpatient
referrals. The focus of the CCGs’ approach is to encourage practices to review data on patterns of referral.
This appears to be a common pattern across the NHS, encouraging clinical audit but without any
incentives that would result in clear conflicts of interest or present a significant risk of serious
unintended consequences.
In Chapter 4 we described schemes in which practices have been given a financial incentive to undertake
formal in-house review of referrals.
LCG5
l Through prospective referral meetings in practice, GPs should review the appropriateness of referrals with a
view to reducing variation in referral rate through clinical engagement. The aim is to reduce the variation in
GP referrals across the LCG.
l Ensure that the most appropriate local pathway is used when referring a patient to another health
professional by using the Advice and Guidance clinical decision and referral software, once available.
l The practice will provide the referral lead with a practice plan (2013–14) for referral review and monitoring.
l The practice will undertake prospective, systematic and regular practice-based peer review of referrals. The
practice will code all referrals using the codes as specified by the CCG board.
l The practices will meet every 2 months with the referral lead and will send an e-mail report to the referral
lead before each meeting to update him or her on any referral management work done.
LCG6
The GP practice agrees to:
l receive and review practice specific referral, activity and budget monitoring reports each month, including
prescribing budget and performance information
l adhere to the LCG Prior Approval Policy for low-priority treatments/procedures, including completion of
threshold checklists and pro formas for conditions/procedures covered by the LCG referral policies, where
they exist.
BOX 1 Criteria for financial agreements relating to reviews of referrals (continued)
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Chapter 6 Specialist services in the community:
a qualitative study of consultants holding novel types
of employment contracts in England (substudy 4)
Introduction
There are strong policy and service drivers in England to prevent avoidable hospital referrals and
admissions and treat people closer to home.233 In England specialists traditionally work in hospitals for both
inpatient and outpatient work and are employed by hospitals (called ‘acute trusts’ in the English NHS).
Traditional attempts to relocate specialist services in the community and reduce demand for hospital
outpatients have included shifted outpatient clinics and attachment of specialists to primary care teams.
Evidence suggests that such arrangements can improve access to care but that the impact on hospital use
and health outcomes is less clear.5,39,90 In the case of specialist attachment to primary care teams, few
evaluations have been reported but evidence suggests that they may be costly and depend greatly on the
enthusiasm of individual specialists.93,94 One of the limitations of the traditional means of relocation of
secondary care to primary care is that specialists have, in general, remained employed by acute trusts and
as such may have little real incentive to reduce referrals. In practice, they have become drawn back into
hospital work, reducing the extent to which they develop new means of working with primary, secondary
and social care providers to improve care pathways.21
There are an increasing number of novel arrangements for consultants in England, whereby consultants
are contracted solely or for the majority of their time by a community trust. To our knowledge such
arrangements have not been the subject of previous research and the extent to which consultants are
working in these ways and the impact of these contractual arrangements may have on patient care, the
consultants themselves and the wider workforce are not well understood. Given this lack of research, this
exploratory study had the broad aim to understand the potential benefits and limitations of these new
contractual arrangements. We sought to focus on the perceptions and experiences of community
employed consultants rather than to measure their effectiveness. Increasing understanding in this area may
provide important learning, particularly at a time of financial pressures to reduce referrals and increased
focus of health services on community-based care and on integrated care.234
Methods
A qualitative approach using semistructured interviews was adopted, with interviews conducted between
November 2013 and May 2014.
We focused on specialties that have to date been largely hospital-based specialties in England. There is no
routine source from which to identify consultants who hold at least part of their contract with a community
organisation, either as direct employees or through subcontracts from an acute trust, which was our primary
eligibility criterion. Hence we used opportunistic sampling to identify individual consultants and snowballed
from there, asking participants to suggest other potentially eligible consultants. This led to an initial focus on
geriatric and respiratory medicine (RM). We then deliberately sought palliative medicine (PM) as a third
specialty, anticipating that there would be sufficient numbers of consultants in PM with a community-based
contract, to see whether or not themes arising from the initial interviews would apply to another specialty.
These consultants were recruited by means of an advert placed in the Association of Palliative Medicine’s
newsletter. In our sampling, we attempted where possible to ensure a range of participants according to
employer organisation, geographic setting and stage of consultant career.
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The purpose of the study was explained to all potential participants at point of first contact and again
before commencing the interview. Verbal consent was sought to participate and to audio-record the
interview. Interviews, conducted by EP or MR, were typically conducted by telephone. A common interview
guide was used in each interview, although emphasis was placed on allowing participants to talk from
their own perspective. Driven by the research aims, questions were designed to understand the nature of
the role, what works well or less well with the post, experience of working with colleagues in the
community and acute trust, and training and recruitment. The interviews were transcribed verbatim and
the names of participants were removed. The transcripts were read and reread and ‘codes’ were applied to
meaningful sections of texts. As analysis progressed, these were organised into overarching or organising
themes using the qualitative software NVivo. Analysis was led by one researcher (EP) but discussed
frequently between EP and MR while data collection was ongoing so that themes arising could be probed
further during interviews. Where it was not possible to audio-record the interviews, full notes were taken.
As agreed, we checked the use of quotations with participants before publishing these findings.
Quotations are presented with participant number and clinical specialty (given as GM for geriatric
medicine, RM for respiratory medicine and PM for palliative medicine).
Based on advice from the National Research Ethics Service and Cambridgeshire Local Research Ethics
Committee, the study was deemed service evaluation and it was not deemed necessary to obtain formal
ethics approval; however, we sought to adhere to good research ethics practice throughout.
Results
We completed 14 interviews (3 in person and 11 by telephone), 12 of which were audio-recorded
(all except GM 01 and RM 10). All participants were consultants (full- or part-time), with seven working in
geriatrics, three in RM and four in PM. Employment arrangements varied by individual and in many
instances these had undergone different iterations with changes in community organisations over time.
In general the interviews were a very rich source of information. The consultants were eager and willing to
talk about their experiences, reflecting their commitment to community posts, challenges encountered and
concerns for sustainability. A number of themes arose in the analysis, which we outline below.
Origin and development of posts
A clear theme was the importance of individual commitment and motivation to both creating and shaping
posts which were often largely unspecified at outset. For most of the consultants we spoke to, the
motivation reported for taking up a community-held contract was part of a wider vision that more
community management would better meet the needs of patients and a view that a population perspective
was preferable to a disease or condition focus, which they felt was more prevalent in acute care.
For a number of years we’d been developing the community service . . . and that’s what my interest
was, the repetitive and, I felt, rather fruitless nature of acute care, we don’t actually fix anything. The
patients just come back again and again and again because you never actually address the underlying
issues and you patch them up and you send them out with very little result. Also, a lot of patients you
get admitted, you think, ‘Well, had I known about this patient 6 months ago, I would have done
something so they wouldn’t be here now’, and so the trust over the last 10 years has been developing
community service to meet those needs of frail, older people and having set up the services to supply
them, I was then able to transfer my contract across in order to provide the consultant leadership and
medical specialist input to those services.
GM 08
This said, in addition to the motivation of consultants who created the posts, what they wanted had to
fit with the agendas of the organisations with whom they were negotiating. In the case of several geriatricians,
the creation of posts was agreed only when community trusts had calculated that it was financially preferable
to directly employ consultants in community roles rather than pay the capitation fees associated with acute
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trust employees providing community sessions. Other examples from RM were where trusts were particularly
committed to a larger vision of integrated care and creating new pathways for patients.
It’s got to be part of the organisation agenda, it can’t just be, you can’t be individual people kind of
swimming against the tide . . . yes I think it’s all about whichever organisation it is, investing in this is
the right way to do things and supporting it.
GM 04
It was similarly evident that consultants had a lot of scope in shaping and developing individual posts once
these were created, often speaking of the notion of starting ‘with a blank sheet of paper’.
Well when I first started I had this sort of, I had a telephone and blank diary, that’s how much they
knew what to do with me. No induction, no thinking, nothing in the diary, just that was it.
PM 14
I think that just depends on your attitude really. My experience is that when I first came I wasn’t at all
busy because nobody quite knew how to use me as you rightly say and now I’m incredibly busy ‘cause
you do literally have to go looking for work.
GM 02
Although consultants described having a free rein to develop their posts, the main components of posts,
developed over time, were similar for consultants across the three specialties: clinical, strategic and
educational. These are shown in more detail in Table 23.
TABLE 23 Community consultant roles: overview of main areas of responsibility
Area of
responsibility Description of role Examples of implementation
Clinical Clinical responsibility for own caseload
or managing others with caseload
In-reach ward rounds
Outpatient/community clinics (single specialty or joint with
other specialties)
Domiciliary visits
Hotline service for patients
Supporting nurse specialists holding caseload
Multidisciplinary team meetings/complex case reviews
Strategic Developing pathways or models of
care
Development of patient pathways
Improving working practices between GPs and nursing homes
Developing strategic partnerships, e.g. across specialties or
with third sector
Educational Educating GP and wider community-
based workforce in what community
consultant can do
Visiting individual GP practices
Providing specialty-specific education
to GPs and others to improve
management in primary care
Condition-specific review of diagnoses and management in GP
practices
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A number of consultants reflected that the lack of specification for their roles was, potentially, liberating and
that they could often achieve a lot without the organisational constraints that might normally be present.
I had nobody bearing down on you saying, I need you to do this by next week, or you know, you’re
accountable for that, nobody had a clue, so I just did what everybody’s obviously very pleased with
now, so it was, in a way, it was completely unsupported and on the other hand totally free, and the
pressure came from within ourselves to do a good job.
PM 14
Significance of where contract was held
Some interviewees reflected that it did not matter where their contract was held – ‘Who holds your
contract is much less relevant than the job that you do’ (GM 02) – but for others it made a key difference.
One consultant was able to directly compare being a community geriatrician contracted to an acute trust
with being contracted to a community organisation and the fundamental difference in these roles.
I think at that time [when contracted to acute trust] I would say, one still felt like a hospital doctor
because one was based at the hospital and did all the same tasks and roles that all the other hospital
consultants were doing so it was really like a sessional commitment to the community work, if you like
. . . it’s [the new post with the community trust] not just about turning up and doing a service, a lot of
it is about changing culture, upskilling people, you know, looking at attitudes and the belief statures
in community workers, the rehab teams, the nurses, the GPs.
GM 06
The tension that could be created as a result of where contracts were held was further evident in instances
where consultants were still employed by an acute trust but subcontracted to a community trust.
So the main problem is that you’re working for two diametrically opposed trusts. So on the one hand
what I’m doing is keeping people out of the acute trusts as much as I can and if you . . . I was given a
free rein I could really, you know, decimate their income. Whereas, on the other hand I actually am
fully employed, my contract is held by the acute trust and they’re telling me all the time to be mindful
that I actually work for them. And that I have to be careful that I don’t, sort of, disrupt the apple cart
too much, that I don’t want to take away too much work.
RM 09
Centrality of relationships and understanding of role
As noted, consultants described that an important part of their role was in educating GPs and the wider
community workforce. It was clear from the interviews that forming good relationships, particularly with
the GPs, was central to the success of the community consultant role and could be one of the more
challenging and rewarding aspects of the role. In doing this the right balance had to be sought between
supporting GPs and ensuring that they were aware of what a community consultant could offer and, at
the same time, being careful not to cross professional boundaries.
I really regard myself and my service as a supplementary service, it’s a, sort of, complementary service
to general practice, it’s not parallel and we mustn’t be seen . . . we mustn’t, (a) be seen to set up a
parallel service to primary care because we need primary care to make it work and (b) if it’s . . . There
isn’t enough of capacity in community geriatrics to do primary care as well.
GM 03
I think it’s working alongside your referrers, understanding what they need from you, understanding
their challenges, their constraints and valuing their skills very much. Certainly, in the community, you
have very skilled GPs and it’s understanding their skills. They don’t want people to come and take
over, they want people to help and support them and skill them and help them with the complex
cases and I think it’s about building up those relationships.
PM 11
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Consultants reported a range of different strategies that they might adopt to try to build such relationships,
including regular visits to GPs, providing GPs with own mobile number and using opportunities such as
national initiatives or changes in guidelines to build educational events for colleagues in primary care. These
strategies were generally adopted and adapted over time by individual consultants, although one reported
that their local CCG had instigated a pairing scheme between consultants and GPs that was a useful forum
to build relationships and plan more proactively and strategically.
For some, relationships with hospital-based colleagues were as important but also challenging. Among the
consultants in GM and RM whom we spoke to, there was often a perception of a ‘them and us’ mentality and
a perceived lack of understanding among hospital-based colleagues of what community-based consultants
could do, and also, in some cases, that community consultants were not accorded the same status.
Community is like being . . . they would say it’s like being a GP. They feel perhaps that you’re not a
proper . . . it doesn’t have the buzz and the adrenaline and the status of being a secondary care
doctor, I think but I think that’s got to change because in actual fact I think that what I do is far more
influential than what they do now.
RM 09
Consultants often reported that relationships with the acute trust were helped when they had previously
worked for the trust or where they knew colleagues well. These consultants often made deliberate efforts
to interact with hospital-based colleagues to maintain these links, though this was considered more
challenging for new consultants.
The perceived gap between community and acute services was reported to a far lesser extent among
the palliative care consultants we spoke to, perhaps because PM has traditionally had closer relationships
with community-based services. In some cases, very close working relationships were reported with
hospital-based colleagues.
Potential professional isolation
A common theme across the three specialties was that community consultant roles could be potentially
isolating; the relative freedom to work on one’s own and shape the role was countered by feelings of
professional isolation.
It’s quite [an] isolated job and isolating. It’s very much I think you have to be quite self-contained
because actually I’m pretty much on my own. So there are no other doctors as such around me which
can be tough sometimes.
GM 03
You know, I was lonely. I had another colleague who was working the other end of the patch and we
obviously used to see each other, but I didn’t have that buzz of having lots of people around. I’m
surprised at that, that was one of the challenges, I think, to be a bit more isolated.
GM 07
Particular difficulties that consultants faced was not having a similar colleague close by with whom they
could check decisions, the opportunity to attend educational meetings regularly and, for some, the ‘buzz’
associated with working in a specialist team. However, interestingly, one consultant (GM 06) reflected
that, having established relationships within the community, this provided a more stable and a closer team
than she thought could be achieved in a hospital setting. The degree to which consultants felt isolated
varied, but a common idea coming from the interviews was that ‘resilience’ was a key characteristic
needed in the role. Most of the strategies adopted to try to mitigate isolation were individually driven.
For example, consultants would arrange to meet regularly with colleagues in neighbouring areas or in
acute trusts, would identify educational opportunities, or would seek to do some on-call duties to keep
them in touch with consultant colleagues. In some cases, where community teams had become
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established, these arrangements had become more formalised over time. Often, consultants would go to
considerable lengths to travel to meetings because of the benefit and interaction that they brought.
I could probably get [the substance of the meeting] from somebody else telling me in 10 minutes,
but actually I go because other consultant colleagues go, which is a bit sad, essentially it’s my only
opportunity in a week to hopefully, they’ll be somebody else there, and I might just speak to them for
well, 1 or 2 minutes but at least you’re hearing what other people are saying about various clinical
situations, you’re kind of making sure that you’re staying up to date, and you know, having the
same challenges . . .
PM 14
In one case, the potentially isolating nature of the community consultant role had partly contributed to a
decision to move the main contract of employment from a community trust to the acute trust so that more
support was available.
Training, preparedness and sustainability
In trying to understand how the skill and training requirements of community-based consultants might
differ from those needed in more traditional hospital-based roles, participants consistently identified three
things that were perhaps not unique to community roles but areas in which greater emphasis was needed.
These were (1) having a greater acceptance of and ability to manage risk, as access to investigations is
often limited; (2) having the ability to build and work effectively in diverse teams covering specialty care,
primary care, social services and others; and (3) managing a patient holistically, often in his or her home,
rather than by the nature of their diagnosis (Table 24).
Of the three specialties we covered, PM training routinely involves a community-based component, and it
was evident from the interviews that consultants in PM generally felt better prepared for work as a
community consultant than did the consultants in geriatrics and RM.
I think I did feel prepared to work in a community post because of the experience that I’ve had.
So, you know, when I started I was already very clear how I would work, how I would write to GPs . . .
how it would all be set up. So I think that felt a very easy transition . . .
PM 13
TABLE 24 Key skills identified for community-based consultants
Skills areas Quotation (interview ID)
Acceptance and
management of risk
[Y]ou’re having to accept that you’re taking greater risks in some ways. And also I think it’s
almost going back to your basics, your clinical skills cause that’s what you rely on. Because
you can’t always get everything else around you to say well actually it’s not x, y and z.
Which might not be a bad thing but it’s a different way of working
GM 03
Team work Communication is a huge one, managing a team is another big one, you know, being able
to work well within a team environment and being able to trust your other team members is
absolutely key
RM 09
Holistic management
of patients at home
. . . the biggest point of learning is to think much more broadly than simple medicine. So it’s
dealing with the whole psychosocial components of a presentation because in frail older
people living in the community simply fixing the medicine doesn’t solve their issues, doesn’t
solve the problem, more broad base problem-solving approach, than you would traditionally
get in acute medicine, so it’s much more challenging. That’s what makes it interesting
GM 08
And I have a much better insight into, you know, how difficult it is assessing somebody at
home sometimes. You know you’ve got the dog or you’ve got whatever and trying to
examine abdomens, it’s very hard at home. Yes, all of those things is very difficult
GM 03
ID, identification.
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Despite this, challenges remained in maintaining training positions in community organisations for
palliative care, particularly in a financial climate where trusts had to make efficiency savings. The other two
specialties, however, seemed to face more fundamental challenges to creating training posts and in
attracting high-quality candidates. In some cases it had been possible to set up a purely community-based
training opportunity, whereas in others consultants were reliant on trainees choosing to spend some of
their training in the community, which could depend on their acute trust releasing them to do this. One of
the challenges that participants thought was preventing more interest in community-based posts was the
perception of the low status of community-based consultants within the professions.
So one of the other main challenges that you have of course, is overcoming the perception that
community care or integrated care is a Cinderella-type specialty, sort of, a bit tree huggy and a bit, you
know, this isn’t really respiratory medicine it’s all primary care type nonsense. In the past there has
been a perception that the people that do these sort of roles are the ones that can’t get a proper job.
RM 09
The consultants we spoke to were clear that where there was a lack of training opportunities this had a
knock-on effect on recruitment, and raised real concerns about the sustainability of community-based
posts, even in areas where there was good support for the posts and where they were highly valued.
It’s a huge, huge problem for us and when my colleagues in [neighbouring area] wanted to recruit
some similar sorts of post to do the same thing for their service . . . they advertised several times with
no success at all . . . So we have tempered our expectations and are trying to advertise posts sort of
half and half, with limited success . . . So they’re [trainees] comfortable in the hospital, they feel that’s
what their training has provided them with and they don’t know what to do in the community.
GM 08
Discussion
Directly employing or subcontracting consultants to community organisations offers, in theory, a number
of potential benefits over more traditional means of relocating specialist services in the community.
Our exploratory study showed that consultants believed that such working arrangements offered greater
potential to take a population perspective, to treat patients in a holistic sense and to form good working
relationships with GPs and other community-based colleagues in order to improve care for patients. However,
our findings also highlight a number of challenges to these new models of working. Community consultant
posts are often idiosyncratic. Consultants, particularly within geriatrics, reported that they had often taken
forward the vision to create their own post and were responsible for shaping their post. Although this
offered flexibility and a certain degree of freedom that consultants welcomed, the lack of clarity regarding
roles clearly presented challenges. Consultants could feel isolated, as it took time for community-based
professionals to work out how to work with them, while at the same time they experienced isolation from
hospital-based colleagues. Concerns were also raised around the longer-term development and sustainability
of community-based posts because of the lack of training opportunities or recognition of such posts within
career development opportunities. The experience of consultants in PM, in contrast to those in GM and RM,
was that a community-based component within their specialist training prepared them well for the
requirements of community-based posts and added legitimacy to their career choice.
In literature drawing on sociology of the professions, issues of identity and negotiation of boundaries has
highlighted some of the challenges with previous policies around workforce modernisation in the NHS in
England.235,236 In terms of increasing specialist provision of care in the community, these have typically
provided for role expansion through vertical substitution of tasks,237 for example through GPwSIs or
specialist nurses.235,238,239 These studies suggest that it may be particularly important to understand
inter- and intraprofessional boundaries and that the reconfiguration of professional roles may be limited or
slow to take place in the NHS if professional identity is threatened too strongly and the development of
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new roles is not supported institutionally, for example by professional bodies.235 In our case, the concern
was less to do with vertical substitution and more with regard to ‘diversification’ within selected specialties,
as consultants with community-held contracts represent a novel approach to practice, providing services in
new ways and in a different setting.237 Contrary to more traditional models of relocating specialist services,
consultants in our sample did seem to feel that they had developed new ways to collaborate with GPs
which acknowledged their expertise, and that they were not looking to merely extend a model of hospital
care in a community setting.237,240,241 This said, our findings suggest that issues around professional identity
may also be important and that inter- and intraprofessional, including intraspecialty, relationships may be
crucial to understand. Previous research has highlighted the perceived status and superiority gap between
generalists and specialists in the community but, in the context of community-based contracts, our findings
suggest that this gap may be equally significant between hospital and community-based specialists.240
Similar to the studies of the early introduction of nurse specialists, our interviews showed that consultants,
particularly in GM and RM, may themselves be unusual and individually driven to create or move into these
diversified roles.235 Similarly, too, in these specialties, they appeared at times to be unsupported by their
collective profession and had to be very self-driven in terms of seeking education, supervision and
development opportunities. PM provided an interesting example of where community roles had been more
formalised into career development and training. Yet still, even for consultants in this specialty, isolation
could be a factor. Interestingly, the consultants we spoke to often consciously traded off this isolation with
perceived freedom from organisational constraint. As these posts continue to develop, it will be important
in future research to further understand consultants’ professional roles and the degree to which these may
be compromised or strengthened by their location in the community, and the impact this has on practice.
Although exploratory, our research suggests that the idiosyncratic nature of some of these posts and the
lack of clarity around roles may create challenges in the long term, and without any kind of ‘blueprint’
for how these posts should develop there may be missed opportunities for learning and building on
experience. There are benefits from these posts remaining relatively unbounded in terms of developing
a more flexible workforce. Yet greater formalisation or codification of these roles, for example by
professional bodies, may help to overcome some of the challenges created by the lack of understanding
and to develop these posts as a targeted and desirable career choice for upcoming trainees. Recent
research into the role of integrated respiratory specialists in the UK by the British Thoracic Society suggests
that this has started to be taken on board by professional bodies and highlights similar findings in that
integrated specialist roles are currently taken by passionate individuals but that a lack of forward planning,
job description and clear career pathways raises concerns going forward.234
There are a number of limitations to our study. It is exploratory in nature and points to areas for further
investigation rather than providing definitive evidence. We are unsure how our sample of consultants may
differ from the wider pool of community-based consultants in these specialties. Therefore, findings such as
the dependence on individual enthusiasm in creating and shaping posts may be a function of our sample,
although we deliberately sought to widen our study sample through the inclusion of consultants from
three specialties. We also limited our study to understanding the perspectives of consultants themselves
and acknowledge that future research would benefit from understanding the perspectives of the wider
workforce, including management, GPs and hospital-based specialists as well as patients.
Conclusion
In seeking to understand the experience of community-based consultants, this substudy suggests that
although these posts are often driven or taken up by highly motivated individuals who report the benefits
in terms of being able to provide more appropriate care for patients, the long-term development of these
posts is likely to be constrained by a number of factors. Their idiosyncratic nature, the lack of clarity around
the role, challenges to professional identity and the lack of training opportunities or continued professional
development may all need to be addressed.
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Chapter 7 Moving care from hospital into the
community: international experiences (substudy 5)
Introduction
Managing demand at the interface between primary and secondary care has been at the centre of a range
of policy initiatives in the English NHS since at least the mid-1990s, and various attempts have been made
to address GPs’ referral behaviour,242 to introduce alternatives to hospital referral and, so, to reduce the
reliance on secondary care more broadly.243 Better balancing primary and secondary care is expected to
enhance allocative efficiency,244,245 which is core to countries’ efforts to meet the challenge of growing cost
pressures and concerns about the financial sustainability of health-care systems in the light of ageing
populations, advances in medical technology and increasing patient expectations.246 Similar to the NHS,
health-care systems elsewhere have been experimenting with different approaches of shifting specialist
services away from hospital into the community, with an expectation that this will increase accessibility of
services and so the responsiveness of the system, and, potentially, reduce costs.247 This chapter seeks to
explore these experiences, focusing on a small sample of high-income countries and on approaches and
models of care designed to enhance the effectiveness of services at the primary–secondary care interface.
We include systems that have a strong primary care gatekeeping system in place in order to enable lesson
learning for the NHS in England.
Methods
Country selection
The original proposal for this work to the NIHR HSDR programme foresaw including a range of
high-income countries with different approaches to health-care organisation, governance and financing.
On the basis of our earlier work247–249 we further suggested including Australia, Germany, the Netherlands,
New Zealand and the USA. However, in the light of the issues which we explored in the scoping review
and substudies, as presented in the preceding chapters, we refocused the international component so that
it was restricted to high-income countries that operate a (strict) gatekeeping system.
Country selection was informed by recent work by Kringos250 and Kringos et al.251 on primary care in 31
European countries. Of these, we considered a sample of 23 countries that are members of the
Organisation for Economic Co-operation and Development (OECD) and are classified as high income.252
In 2009–10, 11 of these 23 countries had at least partial gatekeeping in place (i.e. patients cannot directly
access specialist physicians within the publicly funded system but require a referral from their GP or family
physician); of these 11, eight have been rated, on the basis of a range of dimensions considered to be core
for primary care (including access, continuity, co-ordination and comprehensiveness), to have strong
primary care systems (see Appendix 6, Table 26): Denmark, Estonia, Finland, the Netherlands, Portugal,
Slovenia, Spain and the UK.253 Of these, we selected a subsample of countries, considering geographical
location, economic performance (gross domestic product per capita), level of health-care spending and
principal approach to health-care funding. On this basis, we identified four countries for detailed review:
Denmark, Finland, the Netherlands and Spain.
Approach
We developed a structured data collection template that sought to capture, for each of the countries
reviewed, information on care approaches that have been implemented in order to enhance access to
specialist care while maintaining the general principles of the primary care gatekeeping system, and so
improve the effectiveness of services at the primary–secondary care interface. The data collection template
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was informed by the general conceptualisation of interventions designed to reduce hospital outpatient
attendance that guided the overall evidence review presented in this report: transfer (substitution of
services delivered by hospital clinicians for those delivered in primary care), relocation (of specialist services
into the community), liaison (joint working between specialists and primary care practitioners) and
professional behaviour change (changing referral behaviour of primary care practitioners). We further
distinguished specific interventions and approaches as previously identified by Roland et al.2 and those that
have emerged from the present evidence review (see Chapter 2). For each of the interventions and care
approaches we sought to understand the extent to which these were implemented in the country under
review and are available routinely. The full data collection template is shown in Appendix 7.
Data collection was undertaken by experts in each of the countries reviewed. Country experts were
identified from the International Healthcare Comparisons network established within an ongoing project
that provides systematic internationally comparative health policy analyses to the Department of Health in
England254,255 and from the authors’ professional networks. Experts were asked to complete the data
collection template by making use of the best data available and using all relevant sources, such as
ongoing or completed research projects, policy documents, or routine statistics, surveys and census data
related to primary care.
Data were grouped according to broad intervention categories and informed by the categories that led
data collection. The completed data collection templates are presented in Appendix 8; we describe these
by means of a narrative account. To place country experiences in context, we further provide basic
descriptive information about the key characteristics of the health system in each country, drawing on
existing data sourced from a targeted review of the evidence. As part of this overview we also included
data on England for comparison.
Findings
Principal features of primary care in Denmark, Finland, the Netherlands
and Spain
Table 25 provides an overview of the public primary care systems in place in each of the four countries
reviewed, with England included for comparison (or the UK where data for England were not available).
In all four countries, the provision of primary care is principally GP-led, while the level of involvement of
other health professionals varies. For example, at the time of writing Denmark had only recently begun to
move to group practices that also include nurses,256 whereas multiprofessional teams in health centres
have traditionally formed the core of primary care in Finland and Spain.257,260
In each country, concerns about rising health-care costs, in particular those associated with hospital care,
have prompted reform efforts that include measures to reduce the dependence on hospital- or
specialist-based service delivery.256,257,260 Data collected in this study showed that countries are using
approaches such as transfer, relocation, liaison and professional behaviour change, or elements thereof, to
varying degrees (see Appendix 8). However, the range of measures and interventions that have been or
are being implemented is shaped, to a large extent, by the specific features of the organisation and
delivery of primary care and their evolution over time in each country. For example, in Finland, services
offered within primary care can include those that elsewhere would be considered specialist care.265 In
part, this has its origins in the historical development of the health-care sector before the 1972 primary
care reform, which introduced municipal health centres that partly evolved from small local hospitals. As a
result, health centres offer a wide range of services, including GP-led inpatient units, and they are well
equipped with medical technology, including facilities for minor surgery and diagnostic equipment.257 This
means that interventions that elsewhere were introduced to specifically reduce referrals to specialist care,
such as performing minor surgery or making available equipment for near patient diagnostic testing in
general practice,2 by definition form a core part of primary care in Finland.
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Against this background, approaches used by countries to improve the effectiveness of services at the
primary–secondary care interface and to reduce referrals to specialist care in hospital can be broadly
classified into financial mechanisms and incentives; transfer; relocation; and guidelines and protocols.
We discuss these in turn.
Financial mechanisms and incentives
All four countries have some form of financial incentive in place which may be directly or indirectly used to
control referral patterns from primary to secondary care or to move care into the community more broadly.
The types of financial mechanism include incentives targeted at the provider (Denmark, the Netherlands
and Spain) or the purchaser of services (Finland).
In Denmark, the paying of GPs was changed in the 1980s, moving away from capitation-only to also
include a fee-for-services element, which accounts for around two-thirds of a GP’s payment.266 This move
was in part motivated to reduce referrals to secondary care, and the negotiation of fees, undertaken by
the Board for Wages and Tariffs of the Regions and the Association of General Practitioners in Denmark,
seeks to create incentives for the GPs to treat patients who could be treated in general practice rather than
refer them on to hospital.256 Fees apply to a range of services, including minor surgery, out-of-hours
services and home visits.
Following the 2006 health-care reform, the Netherlands has introduced a range of incentives impacting on
referrals. These include fees for ‘modernisation and innovation procedures’, which incentivise primary care
physicians to perform procedures that are potentially substituting for secondary care, including for minor
surgery.267,268 This scheme also incentivises guideline adherence269 and selected telecare interventions.270
A further approach is the use of a bundled payment for selected chronic conditions such as diabetes,
COPD and vascular risk, involving care groups that are often exclusively led by GPs.271 Care groups are
responsible for the organisation, co-ordination and delivery of care for these conditions; they negotiate the
price for a defined care package in line with national standards with health insurance funds.
In Spain, the relationships between regional health services authorities and public providers are regulated
by mix of salary and contractual agreements. Referral protocols and targets have been in place since the
late 1980s, largely in order to avoid any saturation of specialised care institutions,272,273 and most regional
health authorities have established referral rates audit and feedback systems, with standards based on the
average rate of referral in the region (autonomous community) concerned. More recently, regional
authorities have attached more explicit monetary incentives to objectives set out in agreements, including
referrals from primary to secondary care.274 These incentives typically take the form of a ‘productivity
bonus’, although only three regions are operating an actual financial penalty system in the form of
withholding the bonus when objectives are not achieved.
Finland does not use explicit financial incentives targeted at individual GPs; however, there is an inherent
incentive to control the number of referrals, as primary and specialist services are funded through the same
route. This followed the 1993 state subsidy for public services reform, which made local municipalities
responsible for all secondary and tertiary care costs.275 It has prompted the introduction of alternatives to
specialist care in hospital, such as the contracting of specialists to provide clinics in primary care (see Transfer).
The 1993 reform also permitted municipalities to purchase services from private providers, both in primary
and in secondary care, and contractual agreements tend to incorporate ceilings on referrals. However, the
proportion of municipal health services that is currently purchased from private providers has remained low.257
Evidence of effect
There is some evidence from the countries reviewed that the use of financial mechanisms has impacted
referral rates and the dependence on hospital-based service delivery more broadly. However, much of the
evidence pertains to evaluations of local or pilot initiatives, and there are few robust data on their long-term
impacts at the system level. For example, there is evidence from Denmark that following the change by
Copenhagen municipality from a mostly capitation-based system to one that combines capitation and fees
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in the 1980s, there was an increase in the volume of activities that were specifically remunerated and
referrals to specialists decreased,276 although it is unclear if this reduction has been observed elsewhere
across the country and whether or not it was sustained long term.
In the Netherlands, a small number of evaluations of interventions are linked to fee payments under
‘modernisation and innovation procedures’. For example, one observational study of 70 GP practices of the
substitution effect of transferring minor surgery to primary care found evidence of a significantly lower
referral rate for minor surgery for patients with sebaceous cysts over the period 2006–10, although the
overall effect was small (odds ratio 0.98, 95% confidence interval 0.97 to 0.99).277 An evaluation of a
teledermatology service involving over 37,000 teleconsultations conducted between 1820 GPs and 166
dermatologists over a period of 3.5 years found that 68% of referrals to a dermatologist could be prevented
(see also Chapter 2, Findings, Relocation).135 The estimated cost reduction was 18%. However, related work
also suggested that GPs were facing challenges in identifying suitable patients for this approach.270 Available
evidence on teleconsultation in eye care and cardiology in the Netherlands has pointed to reductions of
referral rates of around 50% for patient selected by the GP for telemedicine;270 similar observations were
made for telepulmonology consultations.278 However, in Chapter 2 (see Findings, Relocation, Telemedicine),
there is a general lack of economic evaluations which take a whole-system perspective.
The evidence on the impact of bundled payment for selected chronic conditions through mostly GP-led care
groups remains generally mixed. Care groups in the Netherlands subcontract GPs, medical specialists, nurses
and other disciplines, and approximately 78% of GPs are members of such a group.279 Recent evaluations
indicate that the system of bundled payments improves the organisation and co-ordination of care.280
However, thus far there is little robust evidence on the impacts of care groups on referral patterns.281
In Spain, there is very little robust evaluation of the impacts of financial mechanisms and incentives on
secondary care referral. Primary care providers have argued that the effectiveness of such incentives has
decreased because of successive reduction of the incentives.282
For Finland, the 1993 state subsidy reform formed part of a larger move to create economic incentives
for municipalities to improve the efficiency of services.257 A number of changes have occurred in the
organisation of primary care as a consequence of these reforms but there are few robust data that would
allow for the assessment of its impacts on secondary care referrals.
Transfer
All four countries have interventions in place that involve the substitution of services delivered by hospital
clinicians for those delivered in primary care (see Appendix 8, Transfer). In some these are linked to explicit
financial incentives, such as the provision of minor surgery in Denmark and the Netherlands, as noted
above. In Finland and Spain they form part of the common basket of services provided in primary
care,257,283 and, for example, proposals by the Spanish Ministry of Health to transfer all ambulatory minor
surgery to the primary care level are currently being considered by the Inter-territorial Council of the
national health system.284
Countries are also increasingly using nurses or practice assistants to provide specialised services in primary
care, in particular for chronic diseases. For example, in the Netherlands, only approximately 10% of all
diabetes patients are treated in secondary care as a consequence of a range of measures, including the
introduction of practice assistants or nurses in primary care.269 The Netherlands has also introduced new
professional roles to better link the interface between secondary and primary care. These include ‘skin
therapists’ seeking to (part) substitute for dermatologists and optometrists or ophthalmic technicians to
(part) substitute for ophthalmologists, and both new roles work closely with the GP and with the
relevant specialist.
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Evidence of effect
In Spain, measures such as transferring minor surgery to primary care settings and offering direct access to
tests and investigations are generally seen to be effective approaches in reducing the referral of patients
to specialists.284 However, anecdotal evidence suggests that, although widely available, minor surgery
procedures in primary care do not seem to have reduced pressure on hospital surgery departments but
instead might have led to an increase in service utilisation, by uncovering a previously unmet need for
minor ailments (such as warts or verrucae).
The use of practice assistants or nurse-led diabetes treatment in the Netherlands has been linked to a
reduction of 40% in referrals to hospital.269 However, this transfer has not led to a reduction in total
diabetes-related hospital costs; instead, these costs increased, which has been attributed to efforts by
hospitals to compensate for their financial losses.285 Regarding mental health, the introduction of practice
assistants or nurses in primary care from 2008 has yet to be fully implemented; people with mild mental
health problems continue to be treated by specialists and are not quickly referred back to primary care.286
Empirical evidence on the effectiveness of new professionals such as skin therapists in reducing referrals to
dermatologists is currently lacking,287 although the introduction of optometrists or ophthalmic technicians
has been linked to a reduction in referrals to eye specialists.288
Relocation
There are examples of relocation of specialist services into the community in all four countries, such as
CMHTs, or the use of telecare and telemedicine interventions, although the range and scope of such
approaches varies, reflecting to large extent the general features of primary care in the countries under
review (see Appendix 8, Relocation). Finland is the only one of the four countries in which specialist
services have been relocated into primary care as a consequence of the transformation of several smaller
specialist hospitals to share premises with municipal health centres.247,289 Finland also provides an example
in which the attachment of specialists to primary care teams, such as paediatricians, ENT specialists and
ophthalmologists, is common following the colocation of primary care teams and specialists in newly
integrated organisations.265 Some health centres directly employ geriatricians as internal consultants, while
in other cases a visiting consulting doctor will perform this task in the health centre. There is little
systematic evidence of the frequency and volume of these types of approaches in Finland, although a
monitoring system is being implemented. There is a common belief that including a specialist as a (flexible)
consultant in primary care teams or organisations reduces pressure on outpatient services, and many larger
cities take this approach in an expectation of saving costs.
Decision support, guidelines and protocols
All countries use some form of decision-support mechanism in the form of guidelines, pathways or
treatment protocols at national, regional or local levels to enhance co-ordination along the
primary–secondary care interface and so reduce unnecessary referrals (see Appendix 8, Liaision and
Professional behaviour change). In the Netherlands, referral guidelines for GPs generally recommend that
patients should be referred only in exceptional circumstances,290 and there is evidence that general
practices that adhere to referral guidelines have lower referral rates to secondary care. Finland has also
established criteria, at national level, for referral to non-urgent elective care,291,292 and although there is
wide confidence in the appropriateness of such criteria, there is little empirical evidence as to their effect
on referral rates. Similarly, in Spain, although guidelines for specialist referral are used across the country,
and agreed by primary care teams and specialists, there is little systematic evaluation of their effectiveness.
As indicated earlier, some settings are using financial incentives to enhance guideline adherence, such as
the ‘Modernisation and Innovation procedures’ in the Netherlands,269 or, in Spain, through contractual
agreements between regional health authorities and primary care providers.274 Nominally, objective
achievement is assessed by external or internal audit. Some regions have introduced ‘integrated care
processes’ that specify the roles of different providers along the care pathway for a range of conditions
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and population groups (Andalusia, Asturias, Catalonia and Valencia); as part of these pathways they have
also introduced audit mechanisms and associated incentives or penalties, at least in principle.293 There is,
however, little robust evidence of their effectiveness.
Other decision-support mechanisms include consultation liaison. For example, in Finland, where health
centres employ or contract with a specialist to deliver clinics, the visiting specialist may offer a joint
consultation with the GP to review a patient’s case. The Netherlands introduced a consulting secondary
care specialist in mental health care in 2013, following experiences with the aforementioned practice
assistant- or nurse-led mental health care in primary care, which was found to insufficiently substitute for
mental health care at specialist level.290 Further, a number of GPs in some regions team up with specialists
for joint consultations in primary care. Joint consultations have been linked to fewer referrals to secondary
care and fewer diagnostics in secondary care. On average, 15% of patients who receive a joint
consultation are referred to secondary care.294,295
Discussion
This paper has explored experiences in Denmark, Finland, the Netherlands and Spain of approaches and
models of care designed to enhance the effectiveness of services at the primary–secondary care interface.
Similar to England, these countries operate fairly strict primary care gatekeeping and have recently been
rated to provide strong primary care systems.251 All four countries have engaged in reform efforts to reduce
reliance on hospital-based service delivery and have put approaches and mechanisms in place to reduce
referrals from primary to secondary care. Although several common approaches have emerged, such as the
use of financial mechanisms and incentives, transfer, relocation, and guidelines and protocols, the nature
and scope of these approaches has varied, reflecting, to a great extent, the specific features of the
organisation and delivery of primary care and their evolution over time in each country. With the possible
exception of financial incentives, the relative lack of robust evidence of effect of approaches that are being
implemented elsewhere challenges our ability to draw lessons for the English NHS. It is notable that
comparatively ‘interventionist’ approaches targeting referral rates,194 such as in-house review and RMCs,
which are implemented in England are not common or being considered in any of the countries
reviewed here.
Available data on the use of targeted financial incentives for the delivery of specific services, such as
minor surgery,277 as implemented in Denmark and the Netherlands point to a reduction in referral rates.
However, similar to experience in the UK, which introduced financial incentives for GPs to conduct minor
surgery in the 1990s, there remains a question about whether or not this presents a true substitution
effect. Other evidence, again from the Netherlands, finds considerable effects of selected (incentivised)
telehealth interventions, such as in dermatology, eye care and cardiology, with data on teledermatology
further highlighting the potential for cost reductions.270 However, there is a need to better understand the
impact on the system more broadly both in terms of generalisability across the country and sustainability of
observed effects. Overall, and again drawing on data for the Netherlands, financial incentives appear to be
more likely to be effective if introduced alongside other measures, such as the use of nurse-led chronic
care. In the case of diabetes, this was associated with a marked reduction in the number of referrals to
hospital, although it did not result in a reduction in costs for hospitals.285 This suggests that reducing
referrals on its own may not be sufficient to save costs in secondary care if not accompanied by other
measures that compensate hospitals for the associated loss of income. More system-wide approaches,
such as those introduced in Finland which bring together financial responsibility for primary and secondary
care, or bundled payments making GP-led care groups responsible for selected chronic conditions, as
introduced in the Netherlands, may provide more promise for better balancing the primary–secondary care
interface.280 These include the systematic colocation or contracting of specialists alongside or into primary
care teams, and it will be important to systematically monitor the impact of such approaches on specialist
service utilisation and cost.
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Chapter 8 Conclusions and recommendations
We have studied, through literature review or empirical research, a wide range of interventions aimedat changing care at the primary–secondary interface. Our review was driven by the framework of
categories of interventions presented in Table 1. Under each of these categories we have found further
evidence on a number of topics discussed in the previous review, as well as evidence on new interventions
not previously captured. Below we present the new evidence from this study in each of the review
categories, comparing the present study findings from both the literature and the five substudies with the
conclusions of the previous review.
Transfer
The 2006 review noted two key areas in which there was positive evidence that the transfer of outpatient
services to primary care would result in reduced demand on outpatient services. These were (1) the earlier
discharge of outpatients to no follow-up, patient-initiated follow-up or GP follow-up; and (2) direct access
for GPs to hospital-based diagnostic tests and investigations or hospital-provided treatments. This review
found additional evidence that discharge from outpatients to follow-up in primary care did not impact on
patient outcomes, and may be cost saving compared with hospital follow-up. By contrast, although direct
access of GPs to hospital-based diagnostic tests and services has increased in recent years and a large
number of new papers were found on this topic, the impact of these changes on outpatient services and
the cost-effectiveness of such an approach remains unclear.
The previous review also noted two promising interventions that were judged to merit further
investigation. These were the (1) role of GPwSIs and (2) the transfer of medical care for common chronic
conditions from secondary to primary care. This review found additional evidence to support the ability of
GPwSIs to provide a high-quality service that is valued by patients, but evidence on cost-effectiveness
remains inconclusive. In this review we found additional studies that confirm that high-quality care can be
provided for patients in primary care for a wide range of chronic conditions and may result in lower
secondary care utilisation. Again, there are few data available on cost-effectiveness.
The previous review found that transfer of minor surgery from outpatient to primary care, although effective
at reducing outpatient attendances, was associated with important reductions in quality and safety of care.
This review found further evidence leading to a more promising overall conclusion, suggesting that minor
surgery carried out in general practice can be safe and effective, but, crucially, this depended on the skill of
the operator. However, there is, again, little evidence on whether or not this approach is cost-effective.
Relocation
The previous review found that the relocation of specialist services to primary care settings, although
associated with improved access, was not effective in reducing outpatient attendances. In this review we
found further evidence on this topic, suggesting that community-based specialist clinics are popular with
patients and may reduce waiting times when associated with an expansion in specialist capacity. However,
the overall effect on efficiency and effectiveness of outpatient services was unclear. We also found two
studies of specialist attachment to primary care teams, which included a strong educational focus.
Although the initial findings appeared promising, these approaches appeared very costly and there is a
need for further evaluation of the long-term costs and benefits of such schemes.
Owing to the paucity of published evidence on relocation of specialist services to primary care, we
conducted a substudy to understand the experience of consultants directly employed or subcontracted to
community organisations. Such consultants reported benefits in provision of more appropriate care for
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patients, but we identified a number of constraints to bear in mind in the future development of such
posts. Such posts are often dependent on the enthusiasm of individual consultants and they face a number
of problems in their new roles. The ways in which these models currently work could not simply be
expanded into the new models of care envisaged in the NHS Five Year Forward View.296
We found a number of papers on the interactions between CMHTs and primary care. The majority of
studies noted benefits from close working between primary care and specialist mental health teams for the
treatment of common mental health conditions and in some cases this may reduce specialist referrals.
However, there is a wide diversity of different models and little evidence of the cost-effectiveness of
particular approaches.
A number of papers set out the benefits of telemedicine video consultations as an alternative to patients or
specialists travelling long distances, particular in very remote rural areas. However, in England it is unlikely
that video consultations will be cost-effective. More promising were studies of store-and-forward services
for skin conditions, where remote diagnosis may reduce the need for outpatient attendance.
Liaison
Evidence from the previous review suggested that although joint working between primary and secondary
care clinicians might improve quality of care, there was little impact on outpatient attendance. Although
this review surfaced a number of new studies, the conclusions remain largely the same. Although cost
savings to patients can be considerable, there is no consensus as to cost implications to the health service
from implementation of shared-care practices.
Professional behaviour change
The 2006 review suggested that the only intervention with good evidence of reducing demand and
increasing efficiency of outpatient services was the provision of structured referral sheets to prompt GPs
to conduct necessary tests or treatments before referral. Obtaining a second opinion in the GP practice
prior to referral was also judged to be promising, although this was based on only one study. Other
behaviour-change strategies were concluded to be ineffective, including passive dissemination of referral
guidelines, audit and feedback of referral rates and discussion of referral behaviour with an independent
medical advisor. Financial incentives to reduce outpatient referrals were judged to be effective but risky
in that necessary referrals may also be reduced.
In this review we found a substantial amount of additional evidence of interventions to change
professional behaviour in ways which might reduce the number or improve the appropriateness of
outpatient referrals. The studies found indicated that guidelines, audit and feedback on referrals may be
relatively ineffective on their own but have more potential when combined together or linked with other
interventions. Unsurprisingly, the more intensive professional education programmes appeared to have
most effect in terms of behaviour change.
Owing to limited available literature, we conducted substudies on the use of RMCs and in-house review of
referrals within primary care. Our substudy on in-house review of referral showed reported benefits of the
sharing of knowledge among GPs to improve the selection of appropriate referral pathways and ensure
that local guidelines had been followed. Interviewees suggested that owing to the educational component
of such work, improvement in the quality and overall reduction of outpatient referrals might be greatest at
the beginning of the initiative and that the effect then dissipated over time. Further research will be
required to understand whether or not such a strategy is cost-effective. RMCs are an opportunity for
further scrutiny of outpatient referrals beyond the GP practice. There is little consensus from the literature
as to the impact of RMCs on numbers of outpatient referrals and some suggestion that these are less
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cost-effective than in-house review schemes. In our own study those interviewed reported some
improvement in the quality of referrals. However, again, owing to the education of GPs over time, the
impact on number of referrals reduced over time.
It is clear that financial incentives can change behaviour, as shown by the effect of QOF incentives on
increasing referrals to renal, diabetic and neurology clinics. However, in our literature review and
substudies we did not find any evidence of direct or indirect financial incentives being used to encourage
practices to reduce outpatient referrals.
One promising intervention not described in the previous review is the provision of specialist advice to
primary care doctors by e-mail or telephone. The papers reviewed describe a safe and effective system
which reduces outpatient appointments and provides a concomitant reduction in cost.
Overarching conclusions
There are two prime motivations commonly reported to be behind interventions to change care at the
primary–secondary interface, namely:
l to provide care in locations which are more convenient to patients (‘care closer to home’)
l to reduce the amount of care delivered in hospital outpatient clinics as part of a drive to limit the rise in
overall health-care costs.
Alongside these two aims is a narrative that care in the community is cheaper than care in hospitals, an
assumption which may be flawed, as there are a number of reasons why care in the community may be
more expensive than conventional outpatient care. This may be because there is a loss of economies of
scale (e.g. in the case of specialist clinics relocated to community settings), an increased cost of staff
(e.g. GPwSIs when compared with hospital clinic staff which include trainees), and the possibility that
providing more convenient access to care may increase the amount of care provided, either because of
supply-induced demand or because previously unmet need is addressed. In addition, for some things
(e.g. minor surgery) GPs may have a direct financial incentive to increase the volume of care provided.
There is no doubt that care in the community is popular with patients, and this has been demonstrated in a
wide range of evaluations, from the follow-up of chronic medical conditions to GPwSIs to consultant outreach
clinics. What is, therefore, extremely disappointing is the very limited number of robust economic evaluations,
especially those which look at the whole system, for example to determine whether or not moving care into
the community without disinvestment in hospital services results in an overall increase in health-care utilisation
and cost. Therefore, against the two prime motivations identified above, we conclude the following:
l High-quality care in the community can be provided for many conditions and is popular with patients.
l The provision of care in the community may not be cheaper than outpatient services. The limited
cost-effectiveness evidence we found was inconclusive, with a number of studies suggesting that
interventions might increase the cost of care provision. Evaluations of new forms of community-based
care (whether formal research studies or local evaluations) need to take account of the impact of
changes on overall health-care utilisation (i.e. primary and secondary care costs combined).
l The assumption that care moved into the community is cheaper may be incorrect, because of
supply-induced demand, because unmet need is addressed by new forms of care or because there is a
loss of efficiencies of scale found when services are provided in hospitals. Evaluations of new forms of
community-based care (whether formal research studies or local evaluations) need to take account
of the impact of changes on overall health-care utilisation (i.e. primary and secondary care costs
combined). Evidence from this study suggests that further shifts of care into the community can be
justified only if (a) high value is given to patient convenience in relation to NHS costs or (b) community
care can be provided in a way that reduces overall health-care costs.
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A number of studies have looked at whether or not care provided by GPs is safe and can be delivered to
a high standard (e.g. medical clinics, surgical clinics, discharge from regular outpatient follow-up). In
general, care provided by GP practices can be provided to a high standard provided there is clear guidance
and the appropriate training of staff. Additional resources may also be needed in primary care as
increasing amounts of work are shifted from hospitals to GP surgeries. GP practices have shown that they
can provide effective monitoring of conditions such as heart disease and diabetes. However, as an
increasing number of patients with less common conditions are discharged to GP care, better models may
be needed of providing regular high-quality follow-up for these patients. Part of this may depend on
agreed follow-up protocols which can be shared among the specialist, GP and patient. The main area in
which specific concerns have been raised about the safety of care provided by GPs is minor surgery, where
a number of studies show that inadequate care (e.g. the incomplete excision of skin cancers) is more
common in GP surgeries than in hospitals. This emphasises the need for the training and ongoing support
of GPs who take on additional roles. Simply transferring care into the community and hoping that quality
is maintained is not acceptable.
One of the barriers to change at the primary–secondary interface is the historically poor communication
between GPs and specialists. Both can be hard to reach via the telephone, and communication traditionally
remains by means of a referral letter from the GP and a reply from the specialist when he or she has seen
the patient some weeks later. There are many opportunities for better communication; for example, some
studies suggest that a substantial proportion of referrals could be avoided by using e-mail (including the
transmission of results and images). This aspect of NHS care seems to have stayed rooted in the 20th
century when many other professions have moved on to using more modern methods of communication.
Other developments to improve interactions between specialists and generalists locate (and sometimes
employ) GPs within community organisations. This occurs commonly in Finland, but the cost-effectiveness
of these new arrangements are largely untested, and they present significant uncertainties around
professional roles for the doctors involved.
Limitations of this study
Our review of the literature identified a number of areas which we thought were poorly represented in the
existing literature and where we undertook additional substudies. However, these were of necessity small
in scale and cannot present comprehensive evaluations of, for example, the future role of RMCs. The
general absence of cost data in the literature was a serious problem in terms of trying to draw conclusions
about the cost-effectiveness of most of the interventions studied.
Our approach to literature review was a scoping review, with the aim of rapidly mapping the key concepts
underpinning the research area and the main sources and types of evidence available, rather than a
thorough synthesis of all available evidence. Our framework for this review was based on the framework
developed for the 2006 review, and although we conducted a systematic search for literature, we did not
formally assess the quality of the studies. We restricted our articles to those which were judged by the
reviewers to be relevant to the NHS, excluding a small number of studies from the USA which would not
be applicable to the NHS context.
For the substudies on RMCs, in-house review of referrals and community consultants, we relied on reports
from a small number of interviewees at purposively sampled practices and RMCs. For the substudy on
international experiences, we used a structured data collection template which was completed by experts
in each of the countries reviewed. Although the findings were not validated by a second set of experts,
these experts work within the International Healthcare Comparisons network and this method has been
used for many previous internationally comparative health policy analyses through this network.
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Although we have presented a range of interventions at the primary care interface as if they were discrete
and separate, in reality they often overlap. So, for example, a move to discharge patients from a particular
clinic to primary care could involve the development of local guidelines and educational visits from
consultants to GP practices.
We are also very aware that a number of interventions are initially developed and promoted by
enthusiastic clinicians. Examples that stand out are telemedicine (specialists with an interest in technology),
community-based consultants (posts often developed by committed specialists for themselves) and
consultation liaison models (again often developed by enthusiastic individual clinicians). In many of these
cases, there are questions about how the interventions can be rolled out more widely into routine practice.
Research recommendations
It is clear that while the strong policy steer to move care into the community continues, the NHS will
continue to respond to these pressures, sometimes in the belief that they will be cost saving. A second
rhetoric is around the importance of integrated care, particularly important as the number of frail elderly
with multiple medical conditions increases. Bearing this in mind we were struck by the inflexibility of the
continuing divide between primary and secondary care. With this in mind our two general research
recommendations are:
l Priority should be given to evaluations of interventions that reduce the artificial divide between primary
and secondary care. These might include exploiting electronic methods of communication between GPs
and specialists, specialists working in community-based roles, and the development of shared pathways
of care between primary and secondary care.
l All evaluations of interventions at the primary–secondary care interface should include an economic
evaluation which takes a whole-system approach and takes into account the possibility that
interventions designed to save money may do the reverse, through supply-induced demand, addressing
unmet need or loss of efficiencies of scale that may be found in hospitals.
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Appendix 1 Search strategy
General search strategy terms and limitations
Language limitations: English, French, German, Spanish and Dutch.
Date limitations: 2005 to present.
Type of document limitations: include only randomised trials (RCTs), controlled clinical trials, controlled
before-and-after studies and interrupted time series, systematic reviews, meta-analyses, observational studies.
Country limitations: high-income countries only.
Search terms
Length of stay Length of stay OR length of hospital stay OR length of hospitalisation OR length of hospitalization
OR bed days OR hospital stay
Interventions Day surgery OR comprehensive geriatric assessment OR enhanced recovery OR short-acting
anaesthetics OR discharge planning OR patient discharge OR case management OR care
management OR early discharge OR hospital at home OR post-discharge care OR clinical pathway
OR service (re)design OR home ward OR virtual ward OR staffing OR staff OR organisation OR
organisational OR admissions OR follow-up OR discharged OR discharge OR model of care OR
payment(s) OR contract(s) OR contracting OR commission(ing) OR procure(ment) OR fees OR
incentive OR management OR managerial
Settings Hospital OR Primary care OR community care OR care home OR nurse care OR nursing care OR
nursing home OR home care OR home OR outpatient OR secondary care OR clinic OR telecare OR
tele care OR telemedicine OR telehealth OR intermediate care OR family practice OR general
practitioner OR GP OR specialist physician OR specialist care OR social care OR local authority care
OR long-term care
Outcomes: general Outcome OR impact OR efficiency OR effectiveness OR efficacy
Patient outcomes OR Patient satisfaction OR patient experience OR patient preference OR quality of life OR patient
health OR health status OR acceptability
Service outcomes Quality of care OR safety OR emergency re(-)admissions OR re-admissions OR readmissions OR
service utilisation OR service utilization OR waiting times OR waiting list OR outpatient attendance
OR acceptability to clinicians OR bed occupancy OR utilisation rate OR utilization rate OR referral
Costs Costs OR spending OR saving(s) OR expense OR economy OR cost-effectiveness OR spend OR cut OR
expenditure
The logic links between the different categories should be the following:
1 AND 2 AND 3 AND 4 AND 5 (general OR a OR b OR c)
Search terms should be found in the title or the abstract.
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Details of search strategies
MEDLINE
Date of search: April 2014.
Search strategy
1. primary health care/
2. family practice/
3. physicians, family/
4. primary care.ti,ab.
5. primary health care.ti,ab.
6. general practice$.ti,ab.
7. family practice$.ti,ab.
8. general practitioner$.ti,ab.
9. (gp or gps).ti,ab.
10. (family adj (physician$ or doctor$)).ti,ab.
11. primary care practitioner$.ti,ab.
12. or/1-11
13. gatekeeping/
14. gpwsi$.ti,ab.
15. ((gp$ or practitioner$) adj2 special adj2 interest$).ti,ab.
16. ((outreach or specialist$ or satellite) adj clinic$).ti,ab.
17. (liaison adj3 (service$ or provid$ or provision or organis$ or organiz$ or deliver$ or attachment$)).
ti,ab.
18. gatekeep$.ti,ab.
19. shared care$.ti,ab.
20. (integrated adj2 care).ti,ab.
21. (discharge adj (guideline$ or procedure$ or arrangement$ or routine$)).ti,ab.
22. ((primary or gp or gps) adj3 secondary care).ti,ab.
23. ((practice$ or practitioner$) adj3 incentive$).ti,ab.
24. (‘model of care’ or ‘models of care’).ti,ab.
25. “referral management”.mp.
26. exp Health Care Rationing/ or “health care ration*”.mp.
27. or/13-26
28. 12 and 27
29. limit 28 to (english language and yr=“Feb 2005 - current”)
30. outpatients/
31. ambulatory care facilities/
32. pain clinics/
33. surgicenters/
34. exp ambulatory care/
35. outpatient clinics, hospital/
36. ambulatory surgical procedures/
37. surgical procedures, minor/
38. outpatient$.ti,ab.
39. day surgery.ti,ab.
40. day case surgery.ti,ab.
41. day care surgery.ti,ab.
42. exp Telemedicine/ or telemonitor*.mp.
43. exp Remote Consultation/ or “remote consult*”.mp.
44. or/30-43
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45. ‘referral.mp. and consultation’/
46. referral$.ti,ab.
47. waiting lists/
48. (waiting adj (time or times or list or lists)).ti,ab.
49. appointment$.ti,ab.
50. patient admission/
51. exp “Appointments and Schedules”/
52. admission$.ti,ab.
53. or/45-52
54. 12 and 44 and 53
55. limit 54 to (english language and yr=“Feb 2005 - current”)
56. “decision making”.mp. or exp Decision Making/
57. “decision support”.mp.
58. exp Choice Behavior/ or choice.mp.
59. “choose and book”.mp.
60. “choose & book”.mp.
61. exp “Appointments and Schedules”/ or appointment*.mp.
62. exp Decision Support Techniques/
63. exp Patient Preference/
64. exp Patient Participation/
65. “health litera$”.mp.
66. exp Health Literacy/
67. exp Patient Education as Topic/
68. exp Consumer Health Information/
69. “shared decision making”.mp.
70. or/56-69
71. 12 and 53 and 70
72. limit 71 to (english language and yr=“Feb 2005 - current”)
73. 29 or 55 or 72
EMBASE
Date of search: April 2014.
Search strategy
1. primary health care/
2. family practice/
3. physicians, family/
4. primary care.ti,ab.
5. primary health care.ti,ab.
6. general practice$.ti,ab.
7. family practice$.ti,ab.
8. general practitioner$.ti,ab.
9. (gp or gps).ti,ab.
10. (family adj (physician$ or doctor$)).ti,ab.
11. primary care practitioner$.ti,ab.
12. or/1-11
13. gatekeeping/
14. gpwsi$.ti,ab.
15. ((gp$ or practitioner$) adj2 special adj2 interest$).ti,ab.
16. ((outreach or specialist$ or satellite) adj clinic$).ti,ab.
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17. (liaison adj3 (service$ or provid$ or provision or organis$ or organiz$ or deliver$ or attachment$)).
ti,ab.
18. gatekeep$.ti,ab.
19. shared care$.ti,ab.
20. (integrated adj2 care).ti,ab.
21. (discharge adj (guideline$ or procedure$ or arrangement$ or routine$)).ti,ab.
22. ((primary or gp or gps) adj3 secondary care).ti,ab.
23. ((practice$ or practitioner$) adj3 incentive$).ti,ab.
24. (‘model of care’ or ‘models of care’).ti,ab.
25. “referral management”.mp.
26. exp Health Care Rationing/ or “health care ration*”.mp.
27. or/13-26
28. 12 and 27
29. limit 28 to (english language and yr=“Feb 2005 - current”)
30. outpatients/
31. ambulatory care facilities/
32. pain clinics/
33. surgicenters/
34. exp ambulatory care/
35. outpatient clinics, hospital/
36. ambulatory surgical procedures/
37. surgical procedures, minor/
38. outpatient$.ti,ab.
39. day surgery.ti,ab.
40. day case surgery.ti,ab.
41. day care surgery.ti,ab.
42. exp Telemedicine/ or telemonitor*.mp.
43. exp Remote Consultation/ or “remote consult*”.mp.
44. or/30-43
45. ‘referral.mp. and consultation’/
46. referral$.ti,ab.
47. waiting lists/
48. (waiting adj (time or times or list or lists)).ti,ab.
49. appointment$.ti,ab.
50. patient admission/
51. exp “Appointments and Schedules”/
52. admission$.ti,ab.
53. or/45-52
54. 12 and 44 and 53
55. limit 54 to (english language and yr=“Feb 2005 - current”)
56. “decision making”.mp. or exp Decision Making/
57. “decision support”.mp.
58. exp Choice Behavior/ or choice.mp.
59. “choose and book”.mp.
60. “choose & book”.mp.
61. exp “Appointments and Schedules”/ or appointment*.mp.
62. exp Decision Support Techniques/
63. exp Patient Preference/
64. exp Patient Participation/
65. “health litera$”.mp.
66. exp Health Literacy/
67. exp Patient Education as Topic/
68. exp Consumer Health Information/
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69. “shared decision making”.mp.
70. or/56-69
71. 12 and 53 and 70
72. limit 71 to (english language and yr=“Feb 2005 - current”)
73. 29 or 55 or 72
Health Management and Information Consortium
Date of search: April 2014.
Search strategy
1. primary health care/
2. primary health care.ti,ab.
3. primary health care.ti,ab.
4. general practice$.ti,ab.
5. family practice$.ti,ab.
6. general practitioner$.ti,ab.
7. (gp or gps).ti,ab.
8. (family adj (physician$ or doctor$)).ti,ab.
9. primary care practitioner$.ti,ab.
10. or/1-9
11. gatekeeping/
12. gatekeep$.ti,ab
13. gpwsi$.ti,ab.
14. ((gp$ or practitioner$) adj2 special adj2 interest$).ti,ab.
15. ((outreach or specialist$ or satellite) adj clinic$).ti,ab.
16. (liaison adj3 (service$ or provid$ or provision or organis$ or organiz$ or deliver$ or attachment$)).ti,ab.
17. shared care$.ti,ab.
18. (integrated adj2 care).ti,ab.
19. (discharge adj (guideline$ or procedure$ or arrangement$ or routine$)).ti,ab.
20. ((primary or gp or gps) adj3 secondary care).ti,ab.
21. ((practice$ or practitioner$) adj3 incentive$).ti,ab.
22. (‘model of care’ or ‘models of care’).ti,ab.
23. “referral management”.mp.
24. exp Health Care Rationing/ or “health care ration*”.mp.
25. or/11-24
26. 10 and 25
27. outpatients/
28. ambulatory care facilities/
29. pain clinics/
30. surgicenters/
31. exp ambulatory care/
32. outpatient clinics/
33. ambulatory surgical procedures/
34. outpatient$.ti,ab.
35. day surgery.ti,ab.
36. day case surgery.ti,ab.
37. day care surgery.ti,ab.
38. exp Telemedicine/ or telemonitor*.mp.
39. exp Remote Consultation/ or “remote consult*”.mp.
40. or/27-39
41. ‘referral.mp. and consultation’/
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42. referral$.ti,ab.
43. waiting lists/
44. (waiting adj (time or times or list or lists)).ti,ab.
45. appointment$.ti,ab.
46. appointment*.mp.
47. patient admission/
48. admission$.ti,ab.
49. or/41-48
50. 10 and 40 and 49
51. “decision support”.mp.
52. “choose and book”.mp.
53. “choose & book”.mp.
54. exp Patient Participation/
55. “health litera$”.mp.
56. exp Health Literacy/
57. exp Consumer Health Information/
58. “shared decision making”.mp.
59. choice.mp.
60. or/51-60
61. 10 and 49 and 61
62. 26 or 50 or 62
63. limit 63 to yr=“Feb 2005 –Current”
The King’s Fund library (OvidSP)
Date of search: May 2014.
URL: http://kingsfund.koha-ptfs.eu/
Search strategy
Search 1
(Telemedecine AND review) OR (telehealth AND review) OR (telecare AND review) (2005 - 5 May 2014)
Search 2
(Referral AND management) (2005 - 5 May 2014)
Search 3
Outpatient (2005 - 5 May 2014)
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Appendix 2 Studies included in the review
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Appendix 4 Referral management centres:
interview topic guide
Introduction
We are conducting this interview as part of a research study designed to identify and review what is
currently known about strategies involving primary care that are designed to improve the effectiveness and
efficiency of outpatient services.
Within this study we are conducting a literature review, and substudies of different types of scheme, one
of which is referral management centres.
This is one of four localities, in each of which we are conducting three or four interviews with clinicians
and managers.
We are trying to find out which aspects of these schemes work well and which ones do not work so well,
so that people who may be setting up similar schemes can learn from other people’s experience.
Findings of the study will be written up for publication in a report and journal articles. We will not use
attributable quotes without your express permission. Interviews may be followed up with e-mail
correspondence or by phone, and we will not use quotes from any e-mails or phone calls without your
express permission.
See overleaf for questions and key prompts.
Theories to bear in mind in relation to key topics are outlined in green.
Questions and key prompts
Intervention design: Please describe the referral management centre with which you have been involved.
[Probe on the following.]
l What does it consist of?
l How is it financed?
l Who initiated it?
l Who is leading the intervention?
l Who is involved in running it? Which services are involved?
l What has your role been in the initiation, and running of the centre?
l When was it introduced?
Aims: Please describe the aims of the centre. [Probe on the following.]
l Why was the centre initiated?
l What were the expected outcomes? [Probe on patient outcomes, financial outcomes, service utilisation,
staff outcomes . . . etc.]
l How did aims and expectations vary between the different stakeholders involved? Did others have
different expectations?
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THE BASIC THEORY: The ‘theory’ is that: they (the old provider) was profligate, inappropriate, insensitive,
unsafe, slow and inaccurate, whilst we (the new structure) will ensure referrals are parsimonious,
appropriate, sensitive, safe, delay free, accurate etc., etc.
POSITIVE THEORIES:
l RMCs offer better matching of demand with capacity by diverting referrals to services with spare
capacity, away from those with long waiting lists and, where appropriate, by preventing unnecessary
referrals from reaching secondary care.
l RMCs produce immediate, systematic data on the volume and distribution of referrals and on use of
services, which can be used by commissioners to better plan services.
l Through improved data collection, RMCs enable commissioners to keep a closer eye on costs and
challenge the costs associated with them.
l RMCs can support patient choice because specialist RMC staff, rather than hard pressed physicians, are
better placed to discuss a patient’s choice.
l RMCs provide feedback to GPs on their referrals, which provides a learning opportunity for GPs and
can improve the quality of their referrals in the future.
Changes: Please describe how the scheme has changed since it was initiated. [Probe on the following.]
l Did the initial implementation go to plan?
l If there were changes, why were they made? Who initiated them?
l What was the result of these changes?
l Have there been changes in impact during the life of the scheme?
Outcomes: What do you feel the scheme has achieved? [Probe on the following.]
l How could success be measured in terms of key outcomes? [Probe on effects on number of referrals,
appropriateness of referral destination, health outcomes, cost of health services.]
l How do you know that you have achieved the (desired) outcomes?
l Have there been unexpected outcomes?
l What have been the effects on the local organisation of primary care and the workforce?
Acceptability: Would you recommend a similar scheme to colleagues in other localities?
l How have patients responded to these changes? Are they aware of them?
l How have staff responded to the intervention?
l How do you think that your view might compare to the views of others?
l What has the wider impact been on the Trust and beyond?
NEGATIVE THEORIES:
l RMC staff are less able to make appropriate decisions about referrals than GPs because they lack
accumulated wisdom on the particular patient or because they lack the clinical skills, knowledge,
expertise or experience, which may, at worse, lead to threats to patient safety.
l RMCs threaten existing relationships between GPs and consultants and the ability of GPs to refer
to a consultant of their choice.
l RMCs are imposed on GPs by managers with the idea of cutting costs, rather than improving
care and, as such, GPs may be reluctant to engage with them.
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l RMCs may deskill local GPs as they simply refer to the RMC instead of using their clinical skill and
referral guidelines to decide whether the patient needs to be referred.
l GPs do not value the feedback provided from RMCs as they perceive it is given by someone with
less clinical experience/authority than themselves.
l RMCs may limit patient choice – patients themselves may be unhappy that the referral decision
(whether to refer and where to refer) is made by someone other than their GP and may return to their
GP to request a referral to their preferred location.
Local context: Please describe the local context in which the scheme has been implemented. [Probe on
the following.]
l What do you consider were the main enablers in implementing the intervention? [Probe on available
resources, staffing, commitment, work culture, ring-fenced time . . .]
l What do you consider were the main challenges to implementing the intervention and what were the
consequences of this? [Probe on resources and time constraints, resistance to change, logistics . . .]
REMEDIAL THEORIES – the circumstances in which GPs will engage with RMCs:
l If GPs are involved in the process of setting up an RMCs.
l It can be shown to work as a pilot initially.
l They ensure the smooth flow of referrals rather than prevent referrals.
l The GPs undertaking the reviewing are senior and well respected so that referring GPs respect the
decisions they make.
l If the reviewers are not GPs, it helps if the referring GP knows who is doing the reviewing and can
judge whether they have the experience and expertise to carry out the review.
l There is a two-way communication between the referring GP and the reviewer.
l The driver is quality improvement, not reducing referrals or cost cutting.
l Patients are informed about the ways in which RMCs work and what will happen to their referral.
Wrap up
Thank you for your time and your input.
Are there others we should talk to who would have different perspectives?
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Appendix 5 In-house review of referrals:
interview topic guide
Introduction
We are conducting this interview as part of a research study designed to identify and review what is
currently known about strategies involving primary which are designed to improve the effectiveness and
efficiency of outpatient services.
Within this study we are conducting a literature review, and 4 substudies of different schemes, one of
which is in-house review of referrals.
We are conducting 3/4 interviews in each locality, which will contribute to the substudy on in-house
review of referrals.
We are trying to find out what aspects of these schemes work well and which ones do not work so well,
so that people who may be setting up similar schemes can learn from other people’s experience.
No quotes will be attributed without express permission. The draft report will be shared.
Any questions?
Theory to bear in mind shown in green italics.
Questions
Intervention design: Please describe the system for peer review of referrals with which you have been
involved. [Probe on the following.]
l How and when did the scheme originate?
l What does it consist of?
l How is it financed? Does the scheme come under a local enhanced service payment?
l Who is involved in running it?
l What has your role been in the initiation, and running of the centre?
l Have there been changes to the way the scheme has operated over time?
l Are there other things included under the same scheme, e.g. standard format for referral letters, use
of guidelines?
Aims: Please describe the aims of the scheme. [Probe on the following.]
l Why was the scheme initiated?
l What were the expected outcomes? [Probe on patient outcomes, financial outcomes, service utilisation,
staff outcomes . . . etc.]
l How did aims and expectations vary between the different stakeholders involved? Did others have
different expectations?
l What benefits and opportunities have been created by the implementation of the scheme?
l What challenges or issues have been created by the implementation of the scheme?
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Peer review provides an opportunity to share knowledge and expertise amongst colleagues, enabling
GPs to identify alternative management strategies for the patient and thus avoid a referral to
secondary care.
Peer review enables GPs to make better referral decisions in the future through increasing their
confidence to resist pressure for referral, enhancing their knowledge and skills of current best
practice and increasing their tolerance of uncertainty.
Through sharing knowledge and expertise, peer review enables GPs to build up feelings of mutual trust
and support from colleagues, which in turn enables them to avoid referrals to secondary care
for reassurance.
Peer review and feedback may prompt or motivate GPs to ensure that they have completed the
necessary investigations prior to referring and to document these findings more thoroughly in their
referral letters.
Changes: Please describe how the scheme has changed since it was initiated. [Probe on the following.]
l Has the scheme changed in any way since it was first set up?
l Why were these changes made and what was the result of these changes?
l Have there been changes in impact during the life of the scheme?
Acceptability: How well has the scheme been received? [Probe on the following.]
l How acceptable do you find the scheme?
l How have other practice staff responded to the scheme?
l Are patients aware of these changes? How have they responded?
Requirements for prospective in-house review may leave patients thinking that their own GP is not capable
of making referral decisions.
Outcomes: What do you think the scheme has achieved? [Probe on the following.]
l How would success be measured in terms of key outcomes?
l What has been the effect on these outcomes? [Probe on effects on number of referrals,
appropriateness of referral destination, health outcomes, cost of health services.]
l Impact on GP practice, hospital?
l How do you know that you have achieved the (desired) outcomes?
l Have there been unintended consequences of the scheme?
l What have been the effects on the local organisation of primary care and the workforce?
l How do you think that your view might compare to the views of others?
l Do you think that the acceptability/effectiveness of the scheme depends on who carries out the
review – which GP or other colleague? Specialist versus generalist? GP versus consultant?
l What elements of the scheme are working better or less well?
l How could the scheme be improved?
l Preferences between this scheme and other referral management schemes.
Peer review may improve the knowledge, skills and confidence of GPs but does not change their
referral behaviour.
Prospective in-house review may cause delays for patients in being referred.
Peer review does not change GP behaviour because GPs do not trust the validity of the data/feedback.
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Peer review is more likely to change behaviour if it is undertaken by consultants as they have more clinical
expertise in particular specialist areas.
However, as consultants may also vary and therefore the consistency of their review and decision making
can be improved by using referral guidelines to make their decisions.
Peer review is more likely to change GP referral behaviour if there are supportive relationships amongst
colleagues and a shared culture and sense of ownership of the peer review process.
Prospective peer review may be more likely to change referral behaviour because it challenges behaviour in
real time.
Prospective peer review is more likely to change behaviour if it also accompanied by an educational
component involving feedback and discussion of the decision amongst peers.
Local context: Please describe the local context in which the scheme has been implemented. [Probe on
the following.]
l What do you consider were the main enablers in implementing the intervention? [Probe on available
resources, staffing, commitment, work culture, ring-fenced time . . .]
l What do you consider were the main challenges to implementing the intervention and what were the
consequences of this? [Probe on resources and time constraints, resistance to change, logistics . . .]
Peer review is more likely to change behaviour if is incentivised, for example, with CPD points or with
QOF payments.
Peer review is more likely to be effective if protected time for participation is resourced, for example,
under a Local Enhanced Service Directive.
Peer review is particularly useful for in areas where there are unusually high variations in referral rates
amongst practices.
Peer review may be particularly useful in supporting referral decision making for patients with repeat visit
to their GP with the same problem.
Wrap up
Thank you for your time and your input.
Are there others we should talk to who would have different perspectives?
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Appendix 6 International experiences:
country selection
To identify countries for inclusion in this report, we used the definition of primary care gatekeepingproposed by Kringos250 and Kringos et al.,251 which conceptualised gatekeeping in relation to the
degree to which referral would be required for patients to access a range of medical, paramedical and
nursing disciplines, namely gynaecologist/obstetrician; paediatrician; specialist of internal medicine;
ophthalmologist; ENT specialist; cardiologist; neurologist; surgeon; primary care or GP practice nurse;
specialised nurse (e.g. for diabetes); home care nurse; physiotherapist (ambulatory); midwife (ambulatory);
occupational therapist; speech therapist; and dentist.
Based on this conceptualisation, the authors distinguished four categories of gatekeeping systems:251
1. No gatekeeping system in place: patients have direct access to the majority of specialist physicians.
2. No gatekeeping system, but there are incentives in place: patients have direct access to the majority of
specialist physicians but will have to pay the costs of the visit.
3. Partial gatekeeping system in place: patients require referral for some specialist physicians.
4. Gatekeeping system in place: patients normally require a referral for the majority of specialist physicians.
Table 26 provides an overview of European high-income OECD countries252 in relation to primary care
gatekeeping as described by Kringos, which also classifies countries by whether or not GPs have a patient
list system in place: that is, a list of residents registered with their practice.250
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TABLE 26 Primary care gatekeeping in European high-income OECD countries (2009–10)
Country
Direct access
to majority
of specialist
physiciansa
Direct access to
majority of
specialist physicians,
additional paymenta
(Partial) gatekeeping:
referral for
some/majority of
specialist physiciansa
Patient list
system in
placea
Strength of
primary care
system (Kringos
et al. 2013)b
Austria ✗ No Weak
Belgium ✗ No Strong
Czech Republic ✗ Medium
Denmark ✗c Strong
Estonia ✗ Strong
Finland ✗d Strong
France ✗ No Medium
Germany ✗ No Medium
Greece ✗ Weak
Iceland ✗ Weak
Ireland ✗ No Weak
Italy ✗ Medium
Luxembourg ✗ No Weak
The
Netherlands
✗ Strong
Norway ✗ Medium
Poland ✗ Medium
Portugal ✗ Strong
Slovak Republic ✗ Weak
Slovenia ✗ Strong
Spain ✗ Strong
Sweden Varies across regions No Medium
Switzerland ✗ No Medium
UK ✗ Strong
a Adapted from Kringos.250
b Based on a scoring of seven core dimensions of strong primary care (governance, funding, workforce, access, continuity,
co-ordination and comprehensiveness).253
c Principally, patients can directly access specialists but they will have to pay for this privately; the majority of the
population (98%) uses the public system.256,264
d Gatekeeping is in place but patients can access specialist care through the private system and this is partly (25–40%)
reimbursed by National Health Insurance; in 2005 around 15% of referrals to inpatient care were through
private physicians.257
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Appendix 7 International experiences: data
collection template
Background
Health systems vary in relation to the provision of primary and secondary care and the ways patients and
users access these. At the same time, the nature of the delivery of health-care services itself is changing,
slowly in some instances and more rapidly in others, increasingly blurring the traditional boundaries
between what used to be considered primary and secondary care.242 For example, new developments in
medical technology have made it possible to provide many services closer to the patient, with diagnostic or
therapeutic interventions that would previously have required a hospital environment now being carried
out in ambulatory settings.242 Elsewhere, advances in medical devices and telemonitoring technology allow
for the monitoring and control of many chronic conditions in people’s homes.
Although the acute hospital will always play an important role in the provision of health care, both as a
key locale for teaching, training and research as well as in the management of complex and rare disorders,
there have been increasing concerns about health systems’ dependence on hospital-based delivery and the
efficiency of such services given the changing disease burden and related demand for services.242 There are
also concerns about the (perceived) high costs of hospital care and the notion of moving care into the
community as a means to increase accessibility of services and thus the responsiveness of the system, and,
potentially, reduce costs.
Consequently, health-care systems have been experimenting with new ways of shifting specialist services
from hospital into the community, for example by transferring or relocating diagnostic services, access to
which is often considered a crucial bottleneck in NHS-type systems in particular, into the primary care
setting.242 An example is the ‘Closer to Home’ initiative in England which sought to substitute community
for hospital care through making greater use of specially trained community staff (‘practitioners with
special interests’) and through the increased provision of diagnostic and treatment facilities in community
settings.242 Approaches such as this have been found to be effective in improving access to specialist care
for patients and reducing the demand on acute hospitals.242 However, there is concern about the quality of
care while evidence of the impact on cost has remained inconclusive.
In this project we have been commissioned by the NIHR’s HSDR programme in England to update an
earlier scoping review by Roland et al. of strategies involving primary care that are designed to improve the
effectiveness and efficiency of outpatient services.2
In order to focus the review, we conceptualise interventions designed to reduce hospital outpatient
attendance in four categories:
Transfer: the substitution of services delivered by hospital clinicians for services delivered by primary
care clinicians.
Relocation: shifting the venue of specialist care from outpatient clinics to primary care without changing
the people who deliver the service.
Liaison: joint working between specialists and primary care practitioners to provide care to
individual patients.
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Professional behaviour change: interventions intended to change the referral behaviour of primary care
practitioners, including referral guidelines, audit and feedback, professional education and
financial incentives.
As part of this review we are interested in learning about experiences in a range of high-income countries
of innovative approaches and models of care designed to enhance the effectiveness of services at the
primary–secondary care interface. We focus on systems that have a strict primary care gatekeeping system
in place in order to enable lesson learning for the NHS in England.
How to complete the data collection template
The following sections I–IV provide a template for collection of information on specific activities/approaches
in each of the four categories described above. We would like to ask you to consider the situation in your
country and provide for each of the activities/approaches data on whether these are:
l routinely available/offered in primary care (or equivalent settings)
l available/offered in selected regions/GP practices (or equivalent settings)
l considered for implementation/currently piloted
l not available at all.
We ask you to adopt an evidence-based approach as far as possible, by making use of the best data
available, using all relevant sources. Suitable data sources include completed/ongoing research projects;
policy documents; or routine statistics, surveys and census data related to primary care.
Where appropriate and necessary, additional information may be gathered through interviews with key
stakeholders and reviews of work in progress such as pilot projects, Green/White Papers, consultation
documents, committee reports, parliamentary hearings, proposals, etc.
Please follow the list of points as closely as possible by inserting the requested information in the space
provided. Use additional space where necessary.
Please provide definitions where relevant.
Please provide references for data sources used, where relevant.
Where data are not available and/or not reliable or where a particular point/question is not answerable,
please describe where and why this is the case.
Transfer of services
Under this heading we consider the transfer of services or elements of services from secondary to primary
care practitioners.
Which of the following working arrangements are provided in primary care in your country:
Routinely
available
across
primary
care
Routinely
available
in selected
regions/GP
practices
Considered for
introduction/
currently
piloted
Not available
in primary
care Comment
Please provide examples for each category where applicable
I.1 Minor surgery clinics operated by GPs
instead of hospitals
Examples: injections (joint and soft tissue),
cautery incorporating cryotherapy
(e.g. warts and verrucae), excisions
(e.g. cysts, skin lesions for histology),
incisions (abscesses, cysts)
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Routinely
available
across
primary
care
Routinely
available
in selected
regions/GP
practices
Considered for
introduction/
currently
piloted
Not available
in primary
care Comment
I.2 Medical clinics run by general practice
teams that substitute for hospital
outpatient clinics in the management of
patients with chronic diseases such as
diabetes
Examples: GP or nurse-led diabetes clinic
in primary care
I.3 GPs with special interests (UK: GPwSIs)
who substitute for outpatient specialists in
receiving referrals from other GPs
These GPs will normally have received
special training and therefore have skills
beyond those normally expected of a GP
I.4 Discharge of outpatients to (i) no
follow-up, (ii) patient-initiated follow-up
or (iii) general practice follow-up, as
alternatives to routine follow-up in
hospital outpatient clinics
These constitute a significant change from
traditional patterns of follow up in
specialist clinics. They may involve
long-term follow up or surveillance, for
example GP follow-up of cancer patients
in remission/following initial therapy, or
shorter-term follow-up, for example
patients post-inpatient surgery. These
approaches are systematically
implemented in a move to reduce
follow up by specialists
I.5 Direct access for GPs to hospital-based
diagnostic tests and investigations
Direct-access diagnostic services providing
test results that assist the GP in selecting
an appropriate course of treatment.
Examples include echocardiography,
electrocardiography; gastroscopy/
sigmoidoscopy, radiology and ultrasound
I.6 Direct access for GPs to
hospital-provided treatments, without
the prior approval of a specialist in an
outpatient clinic
Direct-access treatment services are
targeted to conditions where the diagnosis
can easily be made by a primary care
professional and the treatment is routine.
We distinguish (i) direct access to
physiotherapy; (ii) direct referral to routine
or minor surgery; or (iii) direct referral to
hearing aid or orthopaedic appliance
fitment
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Relocation to primary care
Under this heading we consider shifting the location of specialist care from outpatient clinics to primary
care without changing the people who deliver the service.
Which of the following working arrangements are provided in primary care in your country:
Routinely
available
in primary
care
Routinely
available
in selected
regions/GP
practices
Considered for
introduction/
currently
piloted
Not available
in primary
care Comment
Please provide examples for each category where applicable
II.1a Shifted outpatient (or outreach)
services – in which outpatient clinics are
relocated to primary care settings
We here refer to services provided in a
clinic setting, for example by a specialist
doctor or a specialist nurse
II.1b Shifted outpatient (or outreach)
services – in which outpatient clinics are
relocated to the community
In contrast to I.1a this refers to services where
the location may be less well defined –
e.g. follow-up by phone or home visit
from a specialist COPD nurse, home visits
from a specialist palliative care team
II.2a Telemedicine: ‘the use of
telecommunication and information
technologies in order to provide clinical
health care at a distance’
Examples: telemedicine consultation with/
without GP present; teledermatology/
photo-triage for suspected skin cancer;
digital data transmission from primary care
(or patient) to hospital specialist, etc.
II.2b Telecare: ‘remote care, often using
sensing devices, of old and physically less
able people, enabling them to remain
living in their own homes’
Examples: home monitoring of patients
and transmission of results (e.g. blood
pressure, detectors for falls, bed and chair
occupancy sensors, epilepsy sensors) to
specialist base
II.3 Attachment of specialists to primary
care teams
In contrast to II.1 (shifted outpatient
clinics) the specialist is integrated within
the primary care team, and often
employed by the primary care team. We
distinguish (i) specialist doctors from
(ii) other health-care professionals
(for example psychologists)
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Routinely
available
in primary
care
Routinely
available
in selected
regions/GP
practices
Considered for
introduction/
currently
piloted
Not available
in primary
care Comment
II.4 Community mental health teams
Multidisciplinary teams based in the
community (drawn from nurses,
psychiatrists, psychologists, and social
workers) that aim largely to replace
hospital-based care for patients with
mental illness
Liaison with primary care
Under this heading we consider joint working between primary and secondary care clinicians in the
management of individual patients.
Which of the following working arrangements are provided in primary care in your country:
Routinely
available
across
primary
care
Routinely
available
in selected
regions/GP
practices
Considered for
introduction/
currently
piloted
Not available
in primary
care Comment
Please provide examples for each category where applicable
III.1 Shared care (joint management plans)
Model of working in which a hospital
specialist and a primary care practitioner
agree a joint management plan that
specifies which elements of care for a
particular patient are to be delivered by
each clinician. Examples: regular
communication system between the
specialty and primary care
III.2 Consultation liaison (joint
consultations and management plans)
Examples: on-site mental health workers
providing support to primary care
providers in managing patients with
mental health or other problems;
psychiatric key worker working in
collaboration with primary care, etc.
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Professional behaviour change
Under this heading we consider interventions intended to change the referral behaviour of primary
care practitioners, including referral guidelines, audit and feedback, professional education and
financial incentives.
Which of the following arrangements are commonly found in primary care in your country:
Routinely
used
across
primary
care
Routinely
used in
selected
regions/GP
practices
Considered for
introduction/
currently
piloted
Not used in
primary care Comment
Please provide examples for each category where applicable
IV.1 Guidelines for specialist referral
IV.2 Audit and feedback on patterns of
referral
IV.3 Academic detailing – individual
education or coaching by specialists,
e.g. by visiting primary care practices
IV.4 Professional education aimed at
improving the quality of outpatient
referrals
IV.5 In-house referral
This may be one of the following:
(a) a systematic approach which uses a
second GP to review referrals before they
leave the practice
(b) One or more GPs in a practice having
an interest in a particular clinical area and
informally being asked to see patients
who might otherwise be referred to a
specialist
IV.6 Referral management centres
These are administrative facilities outside
general practice that assess referrals from
GPs to specialists, normally resulting in
one of three actions:
(a) Onward transmission of the referral to
a specialist
(b) Diversion of the referral to a
community facility (e.g. diversion of
orthopaedic referrals to a physiotherapist
(c) Return of the referral to the GP,
e.g. because it does not meet referral
guidelines
IV.7 Financial incentives
These would be schemes where there is a
direct financial benefit to GPs to reduce
referrals to specialists
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Appendix 8 International experiences: summary
overview of country surveys
This appendix provides a summary overview of data collected in Denmark, Finland, the Netherlandsand Spain on the range of approaches designed to enhance the effectiveness of services at the
primary–secondary care interface, including transfer, relocation, liaison and professional behaviour change.
Transfer
Minor surgery clinics operated by general practitioners
The provision of minor surgery clinics in primary care is common in all four countries reviewed, although
the range and scope of surgical interventions varies (Table 27).
TABLE 27 Minor surgery clinics offered in primary care in four countries
Denmark Finland The Netherlands Spain
Routinely available across
primary care
There is specific
remuneration (fee-for-
services) for minor
surgery,266 which includes:
l removal of skin tumours
l nail removal
l incision of abscess
l removal of foreign body
l treatment of wounds,
including suturing
Routinely available across
primary care
Covers procedures carried
out under local anaesthesia,
including (but not limited to)
the following:
Dermatology
l surgical removal of
skin lesions
l cryotherapy
l incisions of abscesses
and cysts
Other
l intra-articular injections
l cast immobilisation of
some fractures
Routinely available across
primary care
In place since 2002.267,268
The frequency with which
different procedures are
performed by GPs or
primary care practice nurses
varies:253
Always
l wound suturing
l excision of warts
Usually
l wedge resection
l sebaceous cyst
l removal of rusty spot
from the cornea
l fundoscopy
l joint injection
Occasionally
l strapping an ankle
Rarely/never
l insertion of IUD
Routinely available across
primary care
Dermatology
l surgical removal of
skin lesions
l cryosurgery
l electrosurgery
l curettage (skin lesions,
seborrheic keratosis)
l excision
l incision/drainage
(abscesses, cysts,
paronychia)
l surgical avulsion (nails)
l surgical drainage
(furuncles)
l puncture (ganglion cysts)
l biopsy (punch biopsy,
skin and subcutaneous
tissue)
l cauterisation (skin and
subcutaneous lesions)
Other
l surgical debridement/
drainage (wounds,
burns, incisions,
skin abscesses)
l surgical suture (open
wounds, nail)
l foreign-body extraction
(Sources273,283,297–305)
Piloted
l cryotherapy
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Medical clinics
The provision of medical clinics in primary care is common in all four countries reviewed but similar to
surgical clinics, their range, scope and availability vary (Table 28).
General practitioners with a special interest
Although in all four countries reviewed here the notion of GPwSIs in a given area is common, a formalised
role such as that conceptualised in the present study is not common in countries outside the UK. For
example, in Denmark there are GPwSIs, but they do not formally receive referrals or substitute for
hospital-based doctors. However, some GPs are very experienced, for example, in cognitive therapy.
Similarly, in Spain it is common that GPs in different primary care centres have a special interest in
particular diseases, procedures or specialties, such as mental health, diabetes, dermatology, cardiovascular
disease or children’s and women’s health. However, they have not necessarily received special and regular
training in the related field and the focus is also not necessarily on substituting outpatient specialist care
TABLE 28 Medical clinics offered in primary care in four countries
Denmark Finland The Netherlands Spain
Routinely available across
primary care
Basic (and also in some
instances more advanced)
follow-up is performed by
GPs. This includes follow-up
for diabetes, COPD, asthma,
hypertension and other
conditions
GPs have an electronic
record supporting them in
following the guidelines;
e.g. anticoagulation is now
best treated in general
practice
Routinely available across
primary care
Larger health centres
provide ‘mini-clinics’ for
diabetes, asthma,
anticoagulant therapy,
rheumatoid arthritis,
common mental health and
problems. In smaller health
centres, these are typically
provided by nurses
One example is Alzheimer’s
disease and other
dementias: larger health
centres have consulting
neurologists or geriatricians;
most health centres have
nurses with special training
or skills for both detection
and support after diagnosis
Routinely available across
primary care
Practice nurse- or assistant-
led diabetes treatment
programmes
Practice assistant- or
nurse-led care for COPD,
cardiac risk management,
depression, financed
through (integrated)
reimbursement (‘bundled
payments’)280
Practice assistant- or nurse-
led care in mental health:
in place since 2008, with
practice assistants or nurses
working in primary care to
support GPs in diagnosis
and patient support, so
moving treatment of
patients with relatively mild
mental health problems into
primary care306
Routinely available across
primary care
There are numerous clinics
although not necessarily all
primary care centres provide
services in the field of:
l Diabetes
l Hypertensive disorders
l COPD
l Obesity
l Preventative care
for adults
l Palliative care for
terminal patients
l Preventative and
specific care for elderly
l Antenatal and
postnatal care
l Women’s health
[menopause; early
cancer diagnosis:
breast, cervical,
endometrial (less
common)]
Less common or available in
selected regions or centres
only:
l Hypercholesterolemia
l HIV/AIDS
l Heart failure
l Ischaemic heart disease
l Chronic
osteoarticular diseases
l Common mental
health problems
l Dementia
l Substance misuse
(tobacco, alcohol)
(Sources283)
AIDS, acquired immunodeficiency syndrome; HIV, human immunodeficiency virus.
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or reducing hospital referrals. There was some interest, for instance, from the Spanish Royal College of
Physicians in introducing the concept of a ‘general practitioner with a special interest’ in Spain following
its introduction in the UK in the early 2000s. It was seen to increase low motivation among some GPs,
implicitly addressing the suggestion that many family medicine specialists would rather be hospital
specialist. However, this proposal was not taken up.307
In Finland, especially in larger health centres with 12–16 GPs, some GPs can be more experienced in given
areas of medical care such as diagnostics of asthma, diabetes complications, psychiatric problems or
dementia. One other example includes gynaecological and obstetric skills, with some GPs having worked
for a time in specialist clinics to acquire relevant skills; they may then take on broader responsibilities in the
health centre, such as performing obstetric ultrasound examinations, which can, at times, extend further
into a wider range of areas, such as abdominal, urological or DVT. In those settings, internal referral is
likely to occur frequently, but there are few data on how common this is.
There have been proposals by Finnish specialists that GPs should develop a form of ‘mini-specialty’, to
be acquired through training in a specialist clinic for 1–2 years to thoroughly learn certain skills and so
become ‘specialists’ inside their organisations.289 This, it was argued, would enable GPs to see all patients
with the disease in question and so reduce the need to refer these to specialist services. GPs as a
profession have been reluctant towards this proposal, believing that although GPs with special skills could
be beneficial, their core role should remain that of a resource inside their organisation and help others to
maintain and broaden their skills while refraining from building lists of patients with given diseases only.
Discharge from outpatients to primary care
Discharge from outpatients to primary care constitutes a considerable change from traditional patterns
of follow-up in specialist clinic and the way which such approaches are being pursued (or, indeed,
understood) in different countries varies (Table 29).
In Denmark and Finland, discharge from outpatients to primary care is common practice, although in
Denmark this typically excludes cancer. In Finland, hospital outpatient follow-ups are systematically
transferred to primary care as a means to reduce pressure on outpatient services, unless there are specific
reasons to keep the responsibility at the specialist level. Examples for the latter include cancers and many
TABLE 29 Discharge from outpatients to primary care in four countries
Denmark Finland The Netherlands Spain
For some conditions GPs are
responsible for follow-up
but for others (such as
cancer) GPs are not
involved. However, nearly
all patients discharged from
hospital are ‘referred’ back
to their GP for further
follow-up
Patients with many types of
cancer in remission: patients
who use some prophylactic
cancer medications and that
require follow-up
Psychiatric patients requiring
support in daily living (these
patients were moved to
primary care in large
numbers in the 1990s)
Growing number of type 1
diabetes patients using
insulin
Many health centres have
trained their nurses to take
care of patients with special
devices which previously
would be considered to be
the responsibility of the
specialist clinic
Co-location of general
practice office at with a
hospital emergency
department. This is
intended to prevent people
from using the emergency
department for conditions
that should be provided
within primary care259
This type of outpatient
service follow-up is not
generally available in most
Spanish regional health
services. There are some
experiences in routine
follow-up in physiotherapy
units that are established in
primary care in some
regions (e.g. Madrid,
Andalusia, Castilla León,
Castilla La Mancha)
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less common neurological diseases (Parkinson’s disease, multiple sclerosis) but even in these cases there
may be a shared responsibility, in which the primary care level would see the patient in between specialist
appointments and consult the specialist if required. One recent example is an ongoing pilot of the
provision of continuous positive airway pressure therapy for sleep apnoea patients in primary care.308
Direct access to diagnostic tests and investigations
All four countries allow for direct access to selected diagnostic services which can then assist the GP in
selecting an appropriate course of treatment. But, as with other services, the range of what is being made
available in primary care varies across countries, ranging from simple diagnostic tools and tests such as
otoscopy, glucose tests and peak flow meter (e.g. the Netherlands) to more sophisticated tools and
equipment such as electrocardiography, radiology and ultrasound (e.g. Spain) (Table 30).
TABLE 30 Direct access to diagnostic tests and investigations in four countries
Denmark Finland The Netherlands Spain
Patients suspected to have a
serious condition (cancer, heart,
rheumatological) can be referred
to the relevant diagnostic
investigations on a daily basis
(e.g. echocardiogram) but the
GP will remain responsible for
the patient pathway
ECGs are performed
electronically in all GP practices
and can be forwarded to the
hospital
In some regions GPs can refer
for diagnostic tests for a specific
condition, e.g. MRI scans for
knee problems, or where a
patient shows signs of a discus
prolapse
Ultrasound and endoscopies
are starting to become more
accessible in primary care or the
GP practice; this was informed
by research on cancer diagnosis,
for example
The following models are
available, but should be seen
as ‘exceptional’ rather than
routine:
Patients who are being
examined for a diagnosis of
Alzheimer’s disease or other
dementias can be referred
to brain CT; the clinical
examination can be
performed by a neurologist or
a geriatrician
Endoscopy, echocardiography,
exercise ECG: the patient may
be referred for the diagnostic
test to the hospital outpatient
department only; the GP
retains responsibility for the
patient pathway (except in
case of complications)
Patients with symptoms of
common nerve entrapments
can be referred to
electroneuromyography to
confirm the clinical diagnosis
Routinely available
l Infant scales
l Glucose tests
l Otoscope
l Gynaecological
speculum
l Peak flow meter
Occasionally available
l ECGs
Electrocardiography
Basic radiology (e.g. chest
radiographs)
Blood tests (ESR/CRP,
haematology, chemistry;
culture and serology)
spirometry
Pulse oximetry and
maximum respiratory flux
measure
Oscillometry and/or Doppler
Otoscopy
Indirect laryngoscopy and
qualitative audiometry
Reflectometry
Visual acuity tests and eye
fundus exam
Social and psychoaffective
tests
Morbidity tests and quality
of life tests
(Source283)
In some autonomous
communities primary care
centres have ultrasound
available
In Asturias, primary care
professionals can refer
patients to the hospital for
colonoscopy309
Routine access to CT and
MRI scans is being
considered for introduction
CRP, C-reactive protein; ESR, erythrocyte sedimentation rate.
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In Denmark, GP practices are typically equipped to undertake a variety of routine tests such as urine and
blood tests and physiological tests such as spirometry, peak flow, audiometry and electrocardiography,
as well as some biological (bacterial, fungal) and microscopy diagnostics.310 Indeed, ECGs are performed
electronically in all GP practices and can be forwarded to the hospital. In both Denmark and Spain, direct
access to ultrasound and endoscopy in primary care is gradually becoming more common. In Denmark,
this was prompted, in part, by ongoing research on early cancer diagnosis.311 In Spain, the Spanish Society
of General Practitioners and Family Physicians (one of three GP/family physician associations) has
recommended training in ultrasound techniques for their members and, as a result, the use of this
equipment has expanded, usually on the margins of regional health services, and against the resistance
from hospital specialties (especially urology, obstetrics or gastroenterology).
In Finland, direct access to a range of diagnostic tests and investigations is possible but its implementation
varies among health centres. Direct access provides the opportunity for rapid diagnosis and prevents delay
which may lead to inappropriate treatment. However, not all health centres have been able or willing to
set up such arrangements. One concern about permitting direct access is the potential risk that (younger
and less experienced) doctors might be using this route more frequently, which would thus change the
usual threshold for referring. At the same time, GPs regard health centres that allow for direct access as
providing good and GP-friendly workplaces.
Direct access to services
Direct access to treatment services such as physiotherapy or direct referral to routine or minor surgery or
to hearing aid or orthopaedic appliance fitting is available in Denmark, Finland and in some regions in
Spain (Table 31).
In Denmark, treatments other than physiotherapy and for the fitting of hearing aids are ‘double-gatekept’
by specialists, that is specialists require repeat consultation before a patient can access investigations
required by the GP.315 There is a perceived general lack of trust among hospital-based specialists with
regard to GPs.
TABLE 31 Direct access to treatment services in four countries
Denmark Finland The Netherlands Spain
GPs can directly refer to
physiotherapy and for the
fitting of hearing aids
Patients with atrial
fibrillation requiring electric
cardioversion; the hospital
special clinic may follow-up
on some background clinical
findings, but would not
request seeing the patient
Patients requiring certain
types of surgical
interventions; this practice
is now expanding and
specialists assume that GPs
can diagnose hernias, wrist
ganglions, suspicious moles,
etc. In some cases they may
receive confirmation for
diagnosis from the regional
database of X-rays
Termination of pregnancy or
sterilisation
‘Skin therapist’: a new
professional in the area of
dermatology intended
to substitute for the
dermatologist; works at the
interface between secondary
and primary care
Optometrist/ophthalmic
technicians in outpatient
settings: new professional
who part-substitutes for
ophthalmologists, for
example, as part of a
‘glaucoma follow-up unit’ in
which the optometrist/
ophthalmic technician
provides follow-up care to
stable patients, and
collaborates closely with the
GP and the specialist312
Varies by region:
Andalusia: direct referral
from primary care to hospital
traumatology rehabilitation
treatment for selected
conditions313
Madrid: direct referral to
neonatology treatments
from primary care314
Direct access to
physiotherapy is routinely
available in those
autonomous communities
that offer physiotherapy
services depending on the
primary health-care district.
Elsewhere, physiotherapy
services are available only
through orthopaedic surgery
departments
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Conversely, in Finland GPs or primary care centres generally appear to have access to a greater range of
treatments provided in hospital compared with those in Denmark (see Table 31), mostly relating to
procedures undertaken as day surgery. For example, the GP may refer a patient for a hernia operation,
minor orthopaedic or other intervention for which there are clear diagnostic criteria. In such cases, the
hospital would expect that the patients do not have complicating chronic illnesses and the diagnostic signs
are established using given algorithms. However, where this is not the case, a planned operation will have
to be cancelled or postponed, which then creates inefficiency. But there are few empirical data on the
frequency with which such cancellations may take place.
In Spain, direct access to orthopaedic appliance fitting is routinely available in those autonomous
communities that offer physiotherapy services, but otherwise physiotherapy services are available only
through orthopaedic surgery departments. Direct referral to specialist care for potential surgery patients is
being considered.316–318
Relocation
Shifted outpatient clinics
All countries have or are in the process of implementing care models that involve a relocation of selected
specialist services to the wider community setting, most commonly home care or hospital at home type
models, as well as the systematic use of community or district nurses (Table 32).
One cost analysis of home-hospitalisation of just over 100 patients with COPD following admission to the
emergency room in two tertiary hospitals in Barcelona found that the average direct cost per patient was
significantly lower for those receiving home care by a specialised respiratory nurse than for the comparison
group (hospitalised patients), with a difference of €810 (95% CI €418 to €1169) in the mean cost per
patient.324 However, overall there are few robust evaluations of the effectiveness of home care in Spain.
TABLE 32 Outpatient clinics that have been shifted into the community in four countries
Denmark Finland The Netherlands Spain
Routinely available:
Palliative specialist care
Oxygen nurse for COPD
There is a possibility for
GPs, district nurses from
the municipality and the
hospital to arrange for
care planning meetings
about older patients
Some regions or cities
have introduced home-
follow-up psychiatric
teams
Some regions have also
introduced geriatric teams
Some of the larger cities
have run pilots of ‘hospital
at home for children’ models
to, e.g. minimise the risk of
infection among specific
groups (where intravenous
treatment is required). For
adults, such services would
typically be provided in the
community
Similarly, adult palliative
specialist care is commonly
provided in the community
setting, while for children it
would be provided in
specialist settings
The national ‘Visible Link’
Programme deploys
additional community nurses
to better link patients,
informal carers, health-care
providers and official bodies.
The programme makes it
possible for a general
practice to employ a
community nurse. Some
pioneer projects also start
pilot projects with task
distribution between
(community) nurses and
social workers within a
community, to link the
health and social domain of
a health system. However,
task distribution tends
to have a dominant
monodisciplinary focus319
Family care/family at social
risk care
Education for health
Group education for diabetic
patients
Education for health (specific
social groups)
Education for health (home
care givers)
(Source293)
Hospital at home
innovations have existed in
Spain for more than 30
years,320 with examples
established in some
autonomous communities
(Madrid, Catalonia, Valencia,
Basque Country).321–323 These
are usually targeted at
terminally ill patients or
patients with serious chronic
diseases
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Specialist attachment to primary care teams
Similar to the relocation of outpatient clinics to primary care settings, the integration of specialists within
the primary care team is not widely implemented across countries reviewed. One exception is Finland,
where attachment of specialists to primary care teams is common and the boundary between specialists
and primary care teams has increasingly blurred, following colocation of primary care teams and specialists
in newly integrated organisations.265 For example, health centres contract directly with a specialist to
provide clinics on a regular basis, such as paediatricians, ENT specialists and ophthalmologists. This tends
to be common in some of the larger cities where there is a high volume of referrals to these services, and
where direct contracting of specialists or the placement of specialists in primary care is anticipated to
reduce pressures on outpatient departments. Other examples include maternity care provided in health
centres by obstetricians based at a nearby hospital. Furthermore, some health centres directly employ
geriatricians as internal consultants, while in other cases a visiting consulting doctor will perform this task
in the health centre.
The frequency and volume of these types of approaches have so far not been routinely monitored or
evaluated; a monitoring system is being implemented but not yet developed to a degree that would allow
for precise and comparable data. There is a common belief that including a specialist as a (flexible)
consultant in primary care teams or organisations reduces pressure on outpatient services, as a large
number of common conditions would be first seen in primary care settings, while only the more complex
cases would require referral to the specialist level hospitals and outpatient clinics and many larger cities
take this approach in the expectation of cost savings.
Conversely, in Denmark the attachment of specialists to primary care teams is very unusual, although there
are some pilots in which psychologists or social workers are attached to a general practice. In the
Netherlands, specialists can be subcontracted by primary care groups which are often led by GPs.
In Spain, the attachment of specialists to primary care teams as is also unusual. Spanish primary health-care
centres include family physicians (GPs), paediatricians, nurses and other staff.293 In some regions, centres
may also include midwives, dentists or physiotherapists. There have been ongoing efforts to introduce
specialist outreach in primary care, integrated and co-ordinated into GPs’ activities. These involve patients
attended by specialists in primary care centres but scheduled by the primary care physicians, or patients who
are seen by GPs together with specialists. Examples include Catalonia325 and Andalusia.326 In some of the
larger cities (Madrid, Barcelona, Seville, etc.) specialist outpatient services share the same premises with
a primary care team, although this does not necessarily imply improved co-ordination between primary and
secondary care, as sharing premises is largely designed to optimise infrastructures. There is, however, little
empirical evidence on this issue.
Community mental health teams
Multidisciplinary CMHTs form a routine part of primary care service provision in Denmark, Finland and
Spain. For example, in Denmark public services for patients with mental health disorders are provided
through cross-sector collaboration between the health and social care sectors.256 Psychiatric treatment is
located in general practice and the treatment of those with psychosis is located in community-based
psychiatry; admission to hospital is only for severe cases. Community-based psychiatry includes nurses,
psychiatrists and psychologists.
In Finland, until the 1990s, outpatient mental health services were provided by specialist level organisations
but these teams were subsequently transferred into the community, administered by health centres in
about 60–70% of the country.257 Likewise, in Spain the majority of regional health services have mental
health centres that are linked to primary care; such centres include psychiatrists, psychologists, social
workers and nurses specialists in mental health; these are located outside hospital.260
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The Netherlands have implemented practice assistant- or nurse-led care in mental health from 2008 as
described in Table 32. These work in primary care to support GPs in diagnosis and patient support, thus
moving treatment of patients with relatively mild mental health problems into primary care.306
Telemedicine and telecare
All four countries reviewed for the present study have implemented or are trialling a wide range of
telemedicine and telecare approaches. As these terms are frequently used interchangeably, we describe
the principal models and approaches together.
The most common approaches that are being or have been implemented are teledermatology and
teleconsultation and Table 33 provides a summary overview of a range of services that are being tested or
implemented in the different countries. For example, in Finland and the Netherlands teledermatology is
available routinely across primary care, whereas in Denmark such approaches are implemented only in
remote or underserved regions. In Spain, teledermatology is being trialled but approaches are at different
stages of implementation.323,324
In the Netherlands, teledermatology is linked to a financial incentive, a ‘modernisation and innovation
procedure’. The intention was to reduce referrals to dermatologists and a prospective study of over 37,000
teleconsultations conducted between 1820 GPs and 166 dermatologists over a period of 3.5 years found
that 68% of referrals to a dermatologist could be prevented (see also Chapter 2, Findings, Relocation).135 The
estimated cost reduction was 18%. However, related work also suggested that GPs were facing challenges
in identifying suitable patients for this approach.270 Available evidence on teleconsultation in eye care and
cardiology in the Netherlands has pointed to reductions in referral rates of around 50% for patients selected
by the GP for telecare;30 similar observations were made for telepulmonology consultations.278
The Netherlands is also experimenting with a wide range of telecare projects across the country; examples
are shown in Box 2.
TABLE 33 Teledermatology and teleconsultation in four countries
Denmark Finland The Netherlands Spain
Teledermatology is available
in remote/underserved
regions
Some of the larger hospitals
have introduced ‘wound
nurses’ that are made
available to GPs. They can
also send in images, with a
specific wound-record
available
Patients with skin lesions raising
questions of malignancy: the GP
can add a digital photograph to
the digital referral and ask for
advice on referral vs. treatment
in primary care
Diabetes care in some health
centres: examples include
teamwork-based teleconsultation
models in health centres that
involve a specialist in diabetes
care, a diabetes nurse and
a patient attended by
videoconference;327,328 one
other example is the use of
mobile eye unit for screening
of diabetic retinopathy and
follow-up of glaucoma in remote
locations in northern Finland
which involve the digital
transmission of images to
specialists329,330
Telematic mental health care in
northern Finland
Teledermatology:
reimbursable as
‘modernisation and
innovation procedure’.
It is aimed at reducing
the number of referrals
to dermatologists
Teleconsultation in the
areas of eye care,
cardiology, lung care
and nephrology
There are pilots in some of
the regions, but these are
at different stages of
implementation. Many
are related to
teledermatology323,324
Other experiences include
remote video-
electroencephalography
consultation in La Rioja325
and telemedicine specialised
care in Extremadura326
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In Denmark, there are a number of pilot projects across the country involving telemedicine or telecare
elements. One example is the TELEKAT project in northern Denmark, a telerehabilitation programme
taking place in the patients’ own homes and in collaboration with different health professionals including
district nurses, GPs, nurses and doctors at the health-care centre and hospital.334,335 In 2012, the national
and regional governments published a national action plan for telemedicine, allocating DKK 80M
(approximately €11M) to (part-)finance the various initiatives under the plan and further supported by the
regions and municipalities (Box 3).336 The action plan is part of the Danish eGovernment Strategy 2011–15,
and is expected to lead to what has been referred to as a ‘future digital welfare reform’.
Similarly, in Finland, a wide range of telemedicine applications have been implemented and are operated
as regular services including telemonitoring, telediagnosis, teleconsultation and telelaboratory.340 Data
exchange between health-care organisations in Finland is reported to be increasing rapidly.341 This has
been linked to the introduction of a national electronic health records archive (eArchive) in 2006,340
enabling the access and exchange of patient information across organisations using secure data
connections. This allows for the exchange of referrals, feedback, X-rays and laboratory results through
the web.
BOX 2 Telecare pilot projects in the Netherlands
l Technology-based connection of patients with nurses via a television screen: the Telesens project aims to
connect patients with nurses via a television screen.331
l The deployment of a national health-care portal: the PAZIO project in the Province of Utrecht aims at
developing a national healthcare portal to facilitate, for example, online appointments, self-management
activities for chronically ill patients, or prescription requests by patients; it will also allow patients to access
their own medical records.332
l A television-based communication system connecting patients at home with health-care providers and their
social network: in 2008, the municipality of Almere initiated the Zorg.tv pilot, which is part of a large-scale
telecommunication project. The target population of the pilot are patients of local (mental and social)
health-care organisations, their carers and family members. Each participant can communicate with each
other and their health-care providers via their television.333
BOX 3 Initiatives piloted as part of the 2012 national action plan for telemedicine in Denmark
As part of the national action plan for telemedicine, there are currently five initiatives being piloted:336
1. Clinically integrated home monitoring involving some 2000 patients with COPD, diabetes or inflammatory
bowel disease and pregnant women during 2012–14; patients’ homes are fitted with IT equipment to
measure and register relevant data that are transmitted to health-care providers for them to follow up
where necessary; the system also allows for video consultations.337
2. Home monitoring for COPD patients in northern Denmark, implemented as a cluster RCT (‘TeleCare North’)
in 2014 and 2015 involving some 1200 participants.338
3. Telepsychiatry: videoconferencing and virtual cooperation between psychiatry departments and district
psychiatric departments to be introduced in all five Danish regions from autumn 2012.336
4. Demonstration project ‘internet psychiatry’ using an online IT programme targeting people with depression
in the Region of Southern Denmark from autumn 2012.
5. Telemedical assessment of ulcers implemented at national level from September 2012 by 2017 (currently
tested in Southern Denmark).339
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One important sector in telecare is home care or nursing services for older people. Telecare and other
new technology applications are used to provide security and also easy contact with the home care staff.
The home care staff is in most cases under the administration of primary care, while in some smaller
municipalities the local municipality or social service department is in charge.
In Spain, as with many other aspects of the Spanish national health system, telemedicine programmes and
projects are implemented at regional or local levels by regional health authorities.342,343 Regarding telecare,
a number of relevant approaches or interventions are currently being trialled or piloted, with the most
advanced region in this field seen to be the Basque country (Box 4).
Liaison
Shared care
Shared care, in which a hospital specialist and a primary care practitioner agree a joint management plan
that specifies which elements of care for a particular patient are to be delivered by each clinician, is only
partly implemented in the four countries reviewed. For example, in Denmark, joint care management is in
place for many chronic diseases as well as for maternal care. In Finland, the principle of shared care is built
into most of the patient pathway guidelines, defining the roles of the GP before and after the specialist
consultation or intervention. However, actual joint management plans are not common. Examples may
include rare diseases or cancer, which are principally managed by specialists, but some aspects of the care
pathway, such as regular monitoring of laboratory results, may be managed by the health centre.
In the Netherlands, it is common for GPs to ask telephone advice on the treatment of specific patients
from the following specialists: paediatrician, internist, gynaecologist, surgeon, neurologist, dermatologist
and geriatrist.253 National-level agreements seek to enhance collaboration across medical practitioners in
specific clinical fields, with National Primary Care Agreements covering collaboration agreements among
different primary care professionals in a region while National Transmural Agreements constitute
collaboration agreements among GPs and medical specialists in a region.319 Examples include a National
Primary Care Agreements on malnutrition, which provides recommendations for co-operation and
suggestions for working agreements between GPs, dieticians and nurses.350 An assessment of referral
criteria set out in a National Transmural Agreements on chronic renal failure found variation among
hospitals in the use of criteria, potentially leading to unnecessary hospital referrals.351
BOX 4 Selected telecare pilot projects in Spain
A telemonitoring intervention aimed at home care for patients with heart failure or chronic lung disease
implemented as a RCT in Bilbao primary care region.344,345
A home telehealth programme for patients with severe COPD, implemented as a cluster RCT in the
Madrid region.346
Home enteral nutrition support for children with chronic diseases across Spain.347
A mobile phone-based telemedicine system for the home follow-up of patients undergoing ambulatory surgery
implemented as a pilot project in the Madrid region.348
A telerehabilitation service for breast cancer survivors implemented as a RCT in the Granada region.349
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In Spain, shared-care models of the type in place in the UK have not been tested as such in any of the
regional health services, although shared-care models were proposed as a strategic development driver
for the Spanish NHS, including a shared vision between primary care and specialist care, specific missions
for both levels, shared-care objectives between levels, specific activities and responsibilities for either level,
co-ordinated follow-up of patients, shared-care protocols and guidelines, and shared incentives.283 Joint
management plans for selected conditions have been implemented in Andalusia, Asturias, Catalonia and
Valencia (Box 5).283
Consultation liaison (joint consultations and management plans)
Consultation liaison may include on-site mental health workers providing support to primary care in
managing patients with mental health or other problems, or a psychiatric key worker working in
collaboration with primary care, among others. Such approaches have been implemented to differing
degrees, except in Denmark, where such an approach is currently not documented.
In Finland, as noted in earlier sections of this appendix, where health centres have specialist services under
their administration, this would typically involve a range of mechanisms for liaison and consultation. Where
health centres employ or contract with a specialist to deliver clinics, the visiting specialist may offer a joint
consultation with the GP to review a patient’s case. In addition, there are less formal forms of support for
primary care providers delivered by specialists such as telephone advice or through written consultations.
In the Netherlands, the introduction of a consulting secondary care specialist in mental health care was
launched from 2013, following experiences with practice assistant or nurse-led mental health care in
primary care (see Table 28), which was shown to insufficiently substitute for mental health care at
specialist level.290 Further, a number of GPs in some regions, such as in Limburg, team up with a different
specialism each year for joint consultations of the GP and medical specialist in general practice (face to
face). Joint consultations have been linked to fewer referrals to secondary care, and fewer diagnostics
in secondary care. On average, 15% of patients who receive a joint consultation are referred to
secondary care.294,295
BOX 5 Examples of ‘integrated care process’ in Spain
The ‘procesos asistenciales integrados’ (integrated care processes) defined for the Andalusia region include a
wide range of conditions and care populations, such as anaemia, stable angina (chest pain), asthma, COPD,
diabetes mellitus; a range of cancers (colorectal, cervix, breast, skin, lung); dementia, anxiety, depression;
multimorbidity, newborn at risk, palliative care, non-oncologic chronic pain, maternal health; etc.352
Integrated care processes have been defined as a ‘tool for quality improvement’ that set out a detailed
schedule of patients and all actions, decisions, activities and tasks that are linked sequentially to address a
specific health-care problem.353 They are agreed between professionals as an ‘agreement to comply’ and adapt
to the environment and available resources.
One notable example includes the co-ordination in the city of Seville between the internal medicine department
at the Virgen del Rocio Hospital and primary care centres.354 However, this type of approach has not spread to
other cities or regions.
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Conversely, in Spain, some regional health services have implemented an ‘internist liaison’, but such
models are not common and have not been evaluated. Some regional health services introduced nurse
liaison services (enfermeras de enlace) more than a decade ago, and such roles are now formally or
informally established across all health regions,355 but approaches have not been evaluated in a robust
way. The first initiative was implemented by the Canary Islands health services but perhaps the most
important example is the introduction of nurse liaison in the Andalusian health services, which covers the
entire region and which has been considered an important investment by the Andalusian government.356
Professional behaviour change
Guidelines, including referral pro formas
All countries reviewed have guidelines in place for a range of conditions and processes (Table 34).
In Finland, in addition to the national and local guidelines, specialists or clinics that detect inappropriate
referrals or deviations from the guidelines may contact the head physician in charge of the health centres
or in some cases individual doctors to bring about change. Such observations can also lead to organising
special training events to clarify the guidelines.
In the Netherlands, the referral guidelines for GPs generally recommend referring patients only in
exceptional circumstances,290 and there is evidence that general practices that adhere to referral guidelines
have lower referral rates to secondary care.
In Spain, although guidelines for specialist referral are used across the country, with primary care
teams and corresponding specialists reaching agreement, there is a deficit of implementation and,
especially, evaluation.
TABLE 34 Guidelines in place in four countries
Denmark Finland The Netherlands Spain
There are guidelines in
place for heart disease,
cancer, joints and some
chronic diseases
There is a system of national
guidelines developed by the
Finnish College of Physicians
(Duodecim).357 These may
then be developed further
into regional or local
guidelines. The national
guidelines apply to all health
services, including private
services
Referral guidelinesLocal
guidelines and protocols:
interprofessional or
multidisciplinary
collaboration is organised at
a community level in a
community health centre
that bring together different
disciplines [e.g. GP,
physiotherapists, dieticians,
social work, pharmacist,
(community) nurse,
midwife]. The degree of
structural collaboration
seems to depend on the
level of financial
reimbursement319
Clinical guidelines, care
plans or protocols are
routinely used across primary
care in Spain, with an
equivalent to a National
Guidelines Clearinghouse
‘GuiaSalud’358
The most important Spanish
family medicine associations
(‘societies’) have their own
guidelines359
The most important
experience of guidelines for
specialist referral are the
‘Procesos Assitenciales
Integrados’, established in
Andalusia in 2001, which
cover almost 100 groups
(one for each disease) and
are considered the gold
standard related to the
diseases.352 However,
implementation has been
uneven and there is a lack of
robust evaluation of the
approach
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Audit and feedback
Formal audit and feedback mechanisms related to referral patterns are not common among countries
reviewed. In Finland, in some health centres, the (clinical) head of the centre might have adopted the
practice of reading through referrals issued by junior doctors which could then be used as material for
in-house training. In some cases, local specialists may send circulars or organise special training events for
health centres to guide specialist referral. In the Netherlands, only GPs who participate on a voluntary basis
in a research network that is dedicated to regularly collecting information on GP referrals, procedures,
patients, etc., may have the chance to be provided with structural feedback information on their referrals
in comparison to peers. An example of such a network is the Netherlands Information Network of General
Practice, in which around 150 GPs participate and register their required information.360
In Spain, regions that have introduced joint management plans (Andalusia, Asturias, Catalonia and
Valencia) have also introduced audit mechanisms and associated incentives or penalties, at least in
principle. There is, however, little robust evidence of their effectiveness. Health authorities in most Spanish
regional health services have established referral rates audit and feedback systems from the mid-1990s
onwards, with standards based on the average rate of referral in the autonomous community concerned.
All centres or physicians with referral rates above the average are ‘penalised’ in some way by having their
annual incentives reduced (see Financial incentives).
Professional education, including academic detailing
Individual education or coaching by specialists was found to be common only in the Netherlands.253 In
Spain, coaching or individual education by specialists is the exception, although there is some training of
individual GPs in selected hospital departments in some regional health services but this does not occur on
a regular basis.
Professional education aimed at improving the quality of outpatient referrals is not used in any of the four
countries reviewed for this study.
In-house review
Formal in-house review of referrals by a second GP is not common in countries reviewed. In Denmark, an
informal second opinion would often be used in general practice but GPs do not review referrals. Likewise,
in Finland, systematic in-house referral review is not usually performed in health centres although informal
review mechanisms might be in place. Examples include where the potentially referring doctor is
inexperienced compared with the regular GP specialist who is asked to review the case before referring,
or in relation to some specific groups of patients for whom special discretion is recommended (e.g.
arthroscopy of the knee or shoulder, or for nuclear magnetic resonance or CT scans); there may be also be
a guideline in place stating that an experienced GP specialist must be consulted before referring. Finally, in
cases where one or several GPs have acquired special skills in some clinical areas there may be an internal
rule that these GPs should usually be consulted first. Overall, these systems are not very systematic
or mandatory.
In the Netherlands, GPs (particularly in shared practices) have regular face-to-face meetings with the
following professionals in which specific patients are discussed, and in which referral decisions may also be
a topic of discussion: other GPs, primary care assistant/nurse, nurse practitioner, home care nurse, midwife,
physiotherapist, community pharmacist, social worker and community health worker.253
In Spain, systematic in-house referral review is not used; GPs try to resolve concerns or problems by
consulting informally with other colleagues.
DOI: 10.3310/hsdr04150 HEALTH SERVICES AND DELIVERY RESEARCH 2016 VOL. 4 NO. 15
© Queen’s Printer and Controller of HMSO 2016. This work was produced by Winpenny et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.
287
Referral management centres
None of the four countries reviewed has RMCs in place. In Denmark, specialists may return referrals
because of time pressures but this is not an official approach. In Finland, there have been some proposals
to initiate related processes to reduce growing volumes of referrals but there are concerns that such
systems may be unacceptable to doctors and could also be perceived to violate patients’ rights. The
receiving outpatient clinic has the right to decline the referral or offer advice on next steps, but having an
organised outside review body or centre would raise concerns.
Financial incentives
All four countries have some form of financial incentive in place which may be directly or indirectly used to
control referral patterns from primary to secondary care.
For example, as mentioned earlier, in Denmark, a number of services provided by GPs are paid for on a
fee-for-services basis, such as minor surgery.266 GPs’ fees are negotiated by the Board for Wages and
Tariffs of the Regions and the Association of General Practitioners in Denmark. Negotiations seek to create
incentives for the GPs to treat patients who could be treated in general practice, rather than refer them on
to hospital. There is evidence that following the change by Copenhagen municipality from a mostly
capitation-based system to one that combines capitation and fees, there was an increase in the volume of
activities that were specifically remunerated and referrals to specialists decreased.276
The Netherlands has introduced a range of fees affecting referrals. These include the following:
l ‘Modernisation and innovation procedures’, which incentivise primary care physicians performing
procedures that are potentially substituting for secondary care.267,268
l Integrated health care centres receive extra funding because they have been shown to reduce referrals
to secondary care.361,362
l Bundled payments for chronic disease care – care groups (often exclusively led by GPs) are responsible
for the organisation, co-ordination and delivery of care for conditions such as diabetes, COPD and
vascular risk. Care groups negotiate the price for a defined care package in line with national standards
with the health insurance fund.271
l Care groups subcontract GPs, medical specialists, nurses and other disciplines. Approximately 78% of
GPs in the Netherlands are members of a care group.279 Recent evaluations indicate that the system of
bundled payments is conducive to the organisation and co-ordination of care.280 However, thus far
there is little robust evidence on the impacts of care groups on referral patterns.281
In Finland, there is an inherent incentive to control the number of referrals, as primary and specialist
services are funded through the same route. The lead clinician in the health centre receives regular data on
the frequency and cost of the use of specialist services. The payment to individual GPs does not include
special incentives for reducing referrals.
In Spain, the relationships between regional health service authorities and public providers are regulated by
a mix of salary and contractual agreements. In most regions these agreements contain objective-linked
incentives as part of the amounts paid to providers; referral-related objectives are common in
such agreements.274
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Appendix 9 Patient and public involvement
Two patients were involved in the development of this proposal. One is actively involved in a generalpractice patient participation group and has past experience of NHS management, with posts involving
acute and primary care settings, primary care service redesign, and contracting both as a purchaser and as
a provider. The second is a member of Cambridge University Hospitals Patient Panel with extensive
experience both as a patient and through contributions to patient advisory groups.
Both individuals agreed to be members of a Patient Advisory Group which met once over the course of the
study to consider a draft report and the progress on the various aspects of the study.
A number of the points made by the patients during the meeting related more generally to the relevance
and accessibility of the work to patients and members of the public. The patient representatives felt that
interest in our work would have heightened, even in the time since the work began, because of changes
in commissioning and budgetary constraints. In order to ensure more patients could be informed of the
findings, they suggested that we consider existing local and regional groups when disseminating results.
Specific suggestions included Patient Participation Groups, Health and Well-being Boards, Health Watch,
local disability groups and Primary Care Research Networks. We discussed preparing a one-page briefing
from the study and a plan for dissemination through these and other relevant groups. We asked our
patient representatives specifically about the language used in our current draft and they felt that it was
appropriate and accessible to a lay audience. We will endeavour to ensure that this is maintained in all
outputs from the project, and the patients have offered to read and, where required, revise further
material from the project.
The patients also commented on each individual component of the study, highlighting issues that seemed
particularly important and seeking clarification from the research team in some cases. We noted all of
these points for development of the next draft. Particularly helpful suggestions included (i) to give greater
explanation of the change in context, for example commissioning arrangements, from the time of the
initial review to this review; and (ii) that there are repeating themes in the findings across strategy type and
this could be brought out more in the analysis, for example, around supply-induced demand.
Towards the end of the study we shared drafts of the outputs from the project with the Patient Advisory
Group and followed up individually for comment and suggestions, which were useful in finalising
our report.
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